S. HrG. 110-56

MEDICARE PART D:
IS IT WORKING FOR LOW-INCOME SENIORS?

HEARING

BEFORE THE

SPECIAL COMMITTEE ON AGING
UNITED STATES SENATE

ONE HUNDRED TENTH CONGRESS
FIRST SESSION

WASHINGTON, DC

JANUARY 31, 2007

Serial No. 110-1

Printed for the use of the Special Committee on Aging

&R

Available via the World Wide Web: http:/www.gpoaccess.gov/congress/index.html

U.S. GOVERNMENT PRINTING OFFICE
34-647 PDF WASHINGTON : 2007

For sale by the Superintendent of Documents, U.S. Government Printing Office
Internet: bookstore.gpo.gov Phone: toll free (866) 512—-1800; DC area (202) 512—-1800
Fax: (202) 512-2250 Mail: Stop SSOP, Washington, DC 20402-0001



SPECIAL COMMITTEE ON AGING
HERB KOHL, Wisconsin, Chairman

RON WYDEN, Oregon GORDON SMITH, Oregon
BLANCHE L. LINCOLN, Arkansas RICHARD SHELBY, Alabama
EVAN BAYH, Indiana SUSAN COLLINS, Maine
THOMAS R. CARPER, Delaware MEL MARTINEZ, Florida

BILL NELSON, Florida LARRY E. CRAIG, Idaho
HILLARY RODHAM CLINTON, New York ELIZABETH DOLE, North Carolina
KEN SALAZAR, Colorado NORM COLEMAN, Minnesota
ROBERT P. CASEY, Jr., Pennsylvania DAVID VITTER, Louisiana
CLAIRE McCASKILL, Missouri BOB CORKER, Tennessee
SHELDON WHITEHOUSE, Rhode Island ARLEN SPECTER, Pennsylvania

JULIE COHEN, Staff Director
CATHERINE FINLEY, Ranking Member Staff Director

(1)



CONTENTS

Opening Statement of Senator Herb Kohl ..........ccccoooiiiiiiniiiiniiiiiiiceeeieeee,
Statement of Senator Gordon Smith ..............
Prepared Statement of Senator Larry Craig

PANEL I

Beatrice Disman, new york regional commission, Social Security Administra-
tion, NeWw YOrK, NY ..ot eeare e e aaeeeaes
Larry Kocot, senior advisor to the Administrator, Centers for Medicare and
Medicaid Services (CMS), U.S. Department of Health and Human Services,
Washington, DC ..ot ettt et

PANEL II

Howard Bedlin, vice president for public policy and advocacy, Access to Bene-
fits Coalition, Washington, DC .........cccccciiriiiiiniiiieiieeeieeeeeeeeee et evee e
Ellen Leitzer, J.D., executive director, Health Assistance Partnership, Wash-
INGEON, DIC oottt ettt ettt e abeebeennee

APPENDIX

Questions from Senator Lincoln for Beatrice Disman, SSA ........ccccceeevvvveeiivreenn.
Questions from Senator Carper for Beatrice Disman, SSA ...
Questions from Senator Kohl for Larry Kocot, CMS ....
Questions from Senator Lincoln for Larry Kocot, CMS ...
Questions from Senator Carper for Larry Kocot, CMS ....
Questions from Senator Lincoln for Ellen Leitzer, HAP ...........
Statement submitted by Center for Medicare Advocacy, Inc. ...
Statement submitted by America’s Health Insurance Plans ..........cccccceeveienenn.
Statement submitted by David Kyllo, executive director, National Center

for AssisSted LAVING ...occciiiiiiiiiiiiicit ettt sttt ettt ebe e
Statement submitted by National Senior Citizens Law Center
Statement submitted by AARP ......cccoveiiiiiiieiieeeee e

Page

35

17

41
116

139
140
141
141
144
145
147
173

181
184
190






MEDICARE PART D: IS IT WORKING FOR LOW-
INCOME SENIORS?

WEDNESDAY, JANUARY 31, 2007

U.S. SENATE,
SPECIAL COMMITTEE ON AGING,
Washington, DC.

The Committee met, pursuant to notice, at 10:35 a.m., in room
SD-562, Dirksen Senate Office Building, Hon. Herb Kohl (chair-
man of the committee) presiding.

Present: Senators Kohl, Smith, Craig, Carper, Lincoln, Nelson,
Casey, and Whitehouse.

OPENING STATEMENT OF SENATOR HERB KOHL

The CHAIRMAN. Good morning. This hearing will commence now.

We welcome all of our witnesses.

Before we begin, I would like very much to thank Senator Gor-
don Smith for the great work that he has done as Chairman of this
Committee over the past few years.

Senator Smith, this Committee was thoughtful, diligent and very
active under your stewardship, and we applaud your leadership
and your enthusiasm, and we will try to build on much of the work
that you started. As you know, our Committee has a history of bi-
par}t‘iisanship, and in that spirit we look forward to working to-
gether.

Even though most of us mark the passage of a year with cake
and ice cream, I don’t know anyone who says growing older is real-
ly a piece of cake, and that is why this Committee’s work is so im-
portant. We are charged with finding solutions to the pressing
problems that seniors face, and our agenda for the 110th Congress
will tackle many of them.

For example, we must rein in health-care costs, and we ought to
start by promoting affordable generic drugs. We also must improve
nursing-home oversight to make sure seniors get safe and quality
care. With the baby-boom generation set to retire en masse, we
have to make sure older Americans can stay in the workforce
longer, if they so choose, and we must also help people prepare for
their long-term care needs.

Finally, we intend to hold a series of hearings to fix the problems
with Medicare’s prescription drug program, so that seniors can fi-
nally enjoy a simple, affordable benefit. Today, more than 24 mil-
lion people are receiving their drug coverage through Medicare
Part D, and we have a responsibility to make sure that the pro-
gram works for all seniors.

o))
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To start today’s hearings, we will explore problems with the low-
income subsidy benefit and identify practical solutions. It is worth
noting that this extra help for low-income seniors was one of the
major selling points cited by supporters of the law when it passed,
and, so far, that reality is far from the promise.

Last year got off to a rocky start, as many low-income seniors
were denied the drugs they needed at the pharmacy. While some
of those problems were resolved, serious challenges remain that are
preventing low-income seniors from getting the low-income subsidy.

First, many prescription drug plans have changed their benefit,
and not all participate in the low-income subsidy program. Some
seniors did not receive the letters notifying them that they need to
choose a new plan. So many are showing up at the pharmacy con-
fused and frustrated.

Some seniors did switch plans, but their pharmacy has not been
given an up-to-date record, so these seniors are being charged in-
correct copays, or leaving without their drugs. Seniors faced many
of these same problems last year, and we believe they should have
been fixed by now.

So I believe it is time for CMS to put together a comprehensive
plan and report back to this Committee on how they intend to fix
these problems. Second, I am also concerned about the more than
3 million seniors who are projected to be eligible for the low-income
subsidy, but are not receiving it.

In November 2006, Health and Human Services’ Inspector Gen-
eral recommended that the Social Security Administration have ac-
cess to IRS data so that they can better target potentially eligible
low-income seniors. I am working on legislation to fix this, and I
hope my colleagues on the Committee will join me.

Finally, some 600,000 poor seniors are losing the subsidy alto-
gether. Some may still be able to obtain extra help, but they will
need to apply, and since the application process is so onerous, we
know that some seniors simply give up. The Administration needs
to do everything in its power to find eligible seniors and make the
application process a simple one.

We also need to take a serious look at the asset test to make
sure that it is fair, easy to navigate and does not exclude seniors
who are truly low-income and need extra help with their drug
costs. As we enter the second year of the Medicare drug benefit, we
have an obligation to make sure it is working for all seniors, but
particularly for our poorer seniors, who need the help most.

The recommendations from our witnesses can lead to real solu-
tions, and, of course, we all hope and trust and expect that the Ad-
ministration is willing to work with us to implement them.

Again, we thank you all for being here.

We turn now to Senator Gordon Smith for his statement.
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OPENING STATEMENT OF SENATOR GORDON H. SMITH

Senator SMITH. Thank you, Senator Kohl. It was a pleasure to
work with you last Congress, and it will be so in this, as well. Our
bipartisan tradition on this Committee will certainly continue on
my account. So I appreciate very much your calling this important
hearing.

It is the first for the Aging Committee in the 110th Congress, on
the issue of low-income subsidy. LIS is one of the best features of
Medicare’s new prescription drug benefit. Millions of seniors now
have access to affordable prescription drug therapies, many for the
first time.

Last year, the Committee looked at the difficulties many dual-eli-
gible beneficiaries had in transitioning to the new program. I look
forward to revisiting some of the issues that were raised at that
hearing.

Since Medicare Part D became effective last year, the Centers for
Medicare and Medicaid Services and the Social Security Adminis-
tration have made a great deal of progress to ensure that the ben-
efit is working well for all beneficiaries. However, there are still a
number of improvements that can be made to the program, espe-
cially to the LIS benefit.

Ultimately, it is Congress’s responsibility to ensure that all low-
income seniors who have difficulty paying for prescription drug
costs get the help that they need and the help that we intended
they have. Last spring, I filed legislation to create a special enroll-
ment period for newly eligible LIS beneficiaries and to waive their
late-enrollment penalty.

Fortunately, CMS made changes administratively, but I would
like to write the changes they made into law. Giving low-income
seniors additional time to enroll in Medicare Part D ensures they
are able to choose a plan that best fits their health-care needs.

Despite this progress, I do find it troubling that recent estimates
still show that there may be at least 3 million seniors eligible for
LIS who have yet to apply for it. It is essential that CMS and SSA
and their community partners continue working to capture these
seniors through targeted outreach efforts.

I expect we could help many more seniors with their drug costs,
if only they knew extra help was available to them. In addition to
this, there are a number of things we can do in Congress to help
ensure that all seniors who legitimately need help with their drug
costs get it.

So, in the coming weeks, I will introduce legislation with my col-
league on the Finance Committee, Senator Bingaman, that will re-
form the asset tests used to determine eligibility for low-income
subsidy. Our proposal, which was developed with input from
groups like AARP and the National Council on Aging, aims to
make it easier for seniors to meet some of the current test’s re-
quirements and remove unnecessary administrative burdens.

I believe the existing LIS application is too complex and it is pre-
venting seniors from getting the help that they need. I also plan
to reintroduce a bill filed last Congress that creates parity in the
cost-sharing charged beneficiaries living in nursing homes and as-
sisted-living facilities.
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Our current policy weighs the cost sharing for beneficiaries in
nursing homes, but those who live in assisted-living and other com-
munity-based facilities illogically have to pay for it. Frankly, I find
it unacceptable. I was pleased to be joined by colleagues on the
Aging Committee, specifically Senators Nelson, Clinton and Lin-
coln, as cosponsors of that measure. I am glad they have agreed to
work with me again this year.

I look forward to hearing an update from CMS and SSA on how
well the LIS benefit is working. While these two agencies have had
some difficulty in sharing information in the past, particularly with
determining subsidy eligibility and Medicare Part D premium with-
holding, I am confident they are putting forth all kinds of good
faith and their best efforts to make this new benefit work for our
seniors.

I thank them for that work and what they did on a rushed basis
last year to make a difficult situation easier.

I am hopeful our discussions today will provide the Committee
useful insights on how Congress can ensure that all beneficiaries
in need, all those who are eligible, get the help they deserve with
their drug costs.

So, thank you, Mr. Chairman. Let’s carry on.

The CHAIRMAN. Thank you, Senator Smith.

We are pleased to welcome the first panel here today.

Our first witness will be Beatrice Disman of the Social Security
Administration. Ms. Disman has served for over a decade as SSA’s
regional commissioner of the New York region. In 2003, Ms.
Disman became chair of SSA’s Medicare Planning and Implementa-
tion Task Force. This task force is responsible for implementing
SSA’s role in the Medicare Modernization Act.

She will be followed by Larry Kocot of the Centers for Medicare
and Medicaid Services, CMS. Mr. Kocot serves as senior advisor to
the administration of CMS. In this capacity, he has worked closely
with the administrator in the implementation of the Medicare Part
D low-income subsidy benefit.

So we welcome you both, and we look forward to your testimony.

Ms. Disman.

STATEMENT OF BEATRICE DISMAN, NEW YORK REGIONAL
COMMISSIONER, SOCIAL SECURITY ADMINISTRATION, NEW
YORK, NY

Ms. DisMAN. Thank you so much, Mr. Chairman.

Thank you so much, Senator Smith.

Thanks for inviting Social Security today to discuss our ongoing
efforts under the Medicare Prescription Drug Program to sign up
Medicare beneficiaries for the low-income subsidy (LIS), or, as we
commonly call it, “extra help”.

As you indicated, I am Bea Disman. I am the Regional Commis-
sioner of the New York region, and I was really given this incred-
ible opportunity to share the implementation of a very vital pro-
gram to the American public.

In this role, I have seen the dedicated efforts of so many Social
Security employees and partners within and outside of Govern-
ment, as they have reached out to those individuals who could ben-
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efit from the low-income subsidy. I am pleased to be able to share
our story.

I am also pleased to be here with our colleagues, who have
played an important role in implementing this new program.

In the past year, Social Security has continued its intensive ef-
forts to locate low-income Medicare beneficiaries, and provide them
with an opportunity to file for this important benefit. We have used
targeted mailings, personal phone calls, computer data matches,
community forums, partnerships with State agencies and nonprofit
organizations, fact sheets, word of mouth—in short, any and all
means at our disposal—to reach those eligible for the “extra help”.

Throughout 2005 and 2006, Social Security provided a number of
alternatives for beneficiaries who applied for “extra help” assist-
ance. Scanable paper applications, in office applications, commu-
nity application-taking events, Internet and media telephone appli-
cations all have been a part of this effort.

Even though means testing, by its very nature, is complex, Social
Security created an application which allows individuals to apply
for the “extra help” as quickly and as easily as possible.

During these past 2 years, Social Security held or participated in
more than 76,000 Medicare Part D/LIS outreach events. In many
of these events, we were joined by Centers for Medicare and Med-
icaid Services (CMS) and other partners, including my colleagues
who will testify later this morning.

We have been in the communities, in senior citizen centers, phar-
macies, public housing, churches any place where we thought sen-
ior citizens or the disabled were likely to be found.

We worked with State pharmaceutical programs, State Health
Insurance Programs, Area Agencies on Aging, local housing au-
thorities, community health clinics, prescription drug providers and
others to identify people with limited income and resources who
might be eligible for the “extra help”.

Throughout these efforts, Social Security’s goal has been to reach
every potentially eligible Medicare beneficiary multiple times, in a
variety of ways. As you know, there are many estimates out there
as to the size of the eligible population, but whether there are 300
or 3 million people, Social Security’s job is the same—find them.
Find them where they live, find them in the communities where
they work, and find them any way we can.

Our message is simple: if you could possibly benefit from the pro-
gram, SSA will help you apply. As you may recall, during the ini-
tial launch phase of the “extra help” program in the spring of 2005,
we mailed almost 19 million applications. We cast a very wide net.

Such agency mailings continue to be a valuable tool in our efforts
to inform the public. For example, the annual cost of living adjust-
ment notices, sent to over 50 million Social Security beneficiaries,
as well as our annual notice to individuals potentially eligible for
the Medicare Savings Programs, included “extra help” information.

Also, Social Security identified approximately 1.5 million dis-
ability beneficiaries who received an “extra help” application, but
did not return it. We mailed a special follow-up letter to these
beneficiaries in the spring of 2006, explaining that “extra help” will
not reduce their disability payments.
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In addition, Social Security contracted with a vendor, who made
more than 9 million follow-up calls. Subsequently, Social Security
personally called 400,000 beneficiaries who the vendor identified as
needing assistance. In another outreach, we personally called over
300,000 beneficiaries who had previously received the Medicare
$600 assistance under the Medicare drug discount card but had not
applied for the “extra help”.

Social Security has also reached specific beneficiary communities,
those with representative payees, those who speak Spanish, Asian-
American and African-American households and those aged 79 and
older. Social Security has made special efforts to help the recipients
who have lost their deemed status.

In September 2006, Social Security and CMS together mailed
more than 600,000 applications, with notices to the Medicare bene-
ficiaries who were no longer automatically eligible. To date, more
than 230,000 have reapplied. This is in addition to those who have
regained automatic eligibility through the States.

Social Security has started a pilot to personally call 10,000 indi-
viduals who have lost their deemed status and have not yet filed
for “extra help”. The results of the pilot will guide our approach in
following up with the rest of the population.

Social Security also sends out between 120,000 and 130,000
“extra help” applications each month to individuals who are newly
enrolled in Medicare. As of mid-January 2007, Social Security has
found more than 2.3 million individuals eligible for “extra help”.

Just as important, we continue to receive between 30,000 and
40,000 applications for “extra help” almost every week, over
600,000 since the beginning of the fiscal year. While SSA employ-
ees across the Country continue to promote this valuable benefit,
we realize our job is not completed and we continue to look for
more ways to reach those eligible for the “extra help” program.

In conclusion, I want to express my personal thanks to this Com-
mittee for their continuing support of the agency. As you know, So-
cial Security is operating under a continuing resolution, with fund-
ing levels significantly below the President’s request.

This means Social Security faces considerable challenges in man-
aging all of our vital workloads. However, I can tell you from my
own experience that the dedicated employees of Social Security will
continue to do our very best, not only in administering the low-in-
come subsidy, but also in providing our important traditional serv-
ices.

We look forward to our continuing dialog with organizations, ad-
vocacy groups and, of course, the Committee.

Thank you, and I will be glad to answer any questions you have.

[The prepared statement of Ms. Disman follows:]
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Statement of Beatrice Disman
Regional Commissioner of Social Security
New York Region
and
Chair of the Social Security Administration
Medicare Planning
and
Implementation Task Force
Mr. Chairman and Members of the Committee:

Thank you for inviting me to discuss the Social Security
Administration’s (SSA’s) ongoing efforts under the Medicare
Prescription Drug Program to sign-up eligible Medicare beneficiaries
for the low-income subsidy (LIS) program, or “extra help” as it is
commonly called. | am Bea Disman, and | have served for over a
decade as Regional Commissioner of the New York Region. | have
also spent the past 3 years at the helm of SSA’s Medicare Planning
and Implementation Task Force. In this role | have seen the truly
tireless and dedicated efforts of so many SSA employees, and
partners within and outside government, as they have reached out to
those individuals who could benefit from the low-income subsidy. It
has been a remarkable experience for me, and it is with great pride
that | am here to share their story with you.

In the past year, SSA has continued its intensive efforts to locate low-
income Medicare beneficiaries, and provide them with an opportunity
to apply for this important benefit. We have used targeted mailings,
phone calls, computer data matches, community forums, partnerships
with State agencies and non-profit organizations, public information
fact sheets, word-of-mouth — in short, any and all means at our
disposal — to reach those eligible to receive assistance with out-of-
pocket costs associated with the new Medicare prescription drug
coverage. Today's testimony will describe many of these efforts.



Background

To begin, it may be helpful to recap Social Security’s role and
responsibilities regarding the new Medicare prescription drug
coverage. This provides the context to further describe SSA’s
activities in getting low-income people the “extra help” intended by
Congress.

As you know, the Medicare Modernization Act, or MMA, enacted in
December 2003, established the new Medicare prescription drug
benefit. The new Medicare prescription drug coverage was designed
to allow all people with Medicare an opportunity to voluntarily enroll in
prescription drug coverage. MMA also provided an additional level of
assistance, or “extra help,” for people with Medicare who have limited
incomes and resources in helping to pay for the monthly premiums
and cost-sharing that are required by the new Medicare prescription
drug coverage.

The responsibility for enrolling individuals for the prescription drug
coverage is a joint effort between the Department of Health and
Human Services (HHS) and private insurance companies, which
establish Prescription Drug Plans (PDPs) for that purpose. HHS
automatically enrolled individuals who were already eligible for
Medicare and full Medicaid benefits in a PDP plan and the subsidy in
November 2005. This process was intended to ensure a smooth
transition for these “full-benefit dual eligibles” from Medicaid drug
coverage to the new Part D, and this population also had
opportunities to switch to a different PDP provider than the one in
which they were automatically enrolled. Additional low-income
beneficiaries who also received Supplemental Security iIncome (SS!)
or participated in certain Medicare Savings Programs (MSPs) were
automatically eligible for a subsidy and enrolled into a PDP plan (if
they had not already selected a plan) during May 2006.

SSA was given the responsibility by Congress to take “extra help”
applications and to make eligibility determinations for individuals who
were not automatically eligible. In order to be eligible for “extra help,”
individuals must have incomes below 150 percent of the poverty level
applicable to their corresponding household size. In 2007 this is
$15,315 for an individual and $20,535 for a couple. Resources must
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be less than $11,710 for single individuals or $23,410 for a married
couple. It should be noted that both the income and resource limits
adjust annually, based on the Federal Poverty Guidelines (for
income) and the Consumer Price Index (for resources).

Individuals with incomes between 135 percent and 150 percent of
poverty are eligible for a subsidy amount based on a sliding scale
depending on their resources. Individuals with incomes below 135
percent would be eligible to receive the highest subsidies.

SSA was given these responsibilities because of its network of nearly
1,300 offices with 35,000 employees across the country, and
because of its already existing role in administering some parts of the
Medicare program. Over the past 70 years, SSA has gained a
reputation for helping citizens in the communities where they live, and
Congress realized that SSA’s presence “on the ground” would be vital
in the launch of the Medicare “extra help” program. Also, the low-
income subsidy was designed with many similarities to SSI, a means-
tested assistance program for low-income aged, blind and disabled
individuals, which SSA has administered for more than 30 years.

Development of “Extra Help” Application

Upon passage of MMA, SSA immediately began planning for the
implementation of the limited-income subsidy. We recognized from
the onset that development of a simplified application for the “exira
help” was essential for successful implementation. Thus, our goals
were to develop an application that elderly and disabled Medicare
beneficiaries, their caregivers, or other third party assistance
providers would be able to understand and easily complete and not
have to travel to a Social Security field office. SSA also wanted to
maximize the use of automation, not only to process these forms
efficiently, but also to process them as quickly as possible.

To accomplish these goals, SSA conducted substantial testing of the
“extra help” application form. The paper application went through
many drafts before being finalized. Social Security, in collaboration
with the Centers for Medicare & Medicaid Services (CMS), conducted
focus groups with current Medicare beneficiaries to test potential
applicants’ understanding of the application, conducted special
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cognitive testing of the application and had design engineers review
the layout of the applications. We also discussed various draft
versions of the application with national and local advocacy groups
and with State Medicaid Directors, as well as with Congressional
staffs.

Our Office of Systems staff contributed to the design of the
application as well to make sure that the information on the form
could be electronically scanned into our computers, thereby reducing
errors and minimizing the number of employees needed to process
incoming applications.

Realizing the need to reach our beneficiaries in new ways, SSA
worked to develop alternatives to the traditional paper-based
application. In July 2005, we unveiled the Internet version of the
application located at www.socialsecurity.gov, allowing people to
apply online for help with Medicare Prescription Drug Plan costs. The
online application has been a tremendous success, receiving one of
the highest scores ever given to a public or private sector
organization by the American Customer Satisfaction Index (ACSI).

The percentage of “extra help” applications we receive through
Internet filing continues to rise. Over the last 4 months, about 20
percent of new applications are Internet filings. This means that, as a
percentage of applications received, the online “extra help”
application has even exceeded the success of SSA’s oniine
Application for Retirement benefits.

Telephone inquiries were also part of our efforts to make the “extra
help” application process as simple as possible. We provided
extensive training to assist our teleservice representatives in
answering subsidy-related questions. These teleservice
representatives can refer callers directly to specialized claims-taking
employees who could then take applications by phone. This process
allows individuals calling our 1-800 number to immediately file for the
“extra help.”

Social Security developed a computer matching process with the
Internal Revenue Service (IRS) regarding the validation of certain
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income and resource information provided by applicants. This
process was designed to reduce one of the barriers often cited as to
why individuals do not file for means-testing programs. Using this
computer match allowed SSA to build an application process that
would not require applicants to submit proof of resources and income,
as long as the applicant’s statement on the application was in
substantial agreement with the computer records.

In summary, although subsidy eligibility determinations are by their
very nature complex, we believe that we have created a simple
application process, which allows individuals to apply for the “extra
help” as quickly and easily as possible, while also taking advantage
of current technology.

| would also note that efforts to improve the “extra help” application
are ongoing. In recent months, for example, we have added fields to
the paper application that allow the applicant to enter the amount of
his or her Social Security benefit. Of course SSA already knows this
information, and the original application instructions stated that the
applicant did not need to supply Social Security benefit amounts. But
our analysis of applications received showed that applicants were
trying to enter the information anyway, and this was frequently
leading to inaccurate application entries and inaccurate eligibility
determinations. In another update, for example, we simplified the
question about filing as a couple and changed the resource amounts
to reflect the 2007 resource limits.

OQutreach Efforts

I would now like to turn to the efforts SSA has undertaken to inform
beneficiaries about the “extra help” available for prescription drugs.
Efforts to educate the public about the new, “extra help” program
began almost immediately after passage of MMA, and this outreach
continues today. SSA has worked with CMS and other Federal
agencies, community based organizations, advocacy groups, and
State entities in order to spread the word about the available “extra
help.”

During the past two years, SSA has held more than 76,000 Medicare
outreach events. We were in the communities — in senior citizen
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centers, pharmacies, public housing, churches — any place in which
we thought senior citizens or the disabled were likely to be found.
Targeted application-taking events were held in Social Security
offices throughout the country, and personal invitations to these
events were mailed to beneficiaries who had not yet applied for the
“extra help,” but had been identified as being potentially eligible for
the program.

We also continue to work with States that have their own
pharmaceutical assistance programs, State Health Insurance
Programs, Area Agencies on Aging, local housing authorities,
community health clinics, PDPs, and others to identify people with
limited income and resources who may be eligible for the “extra help.

”

Throughout these efforts, SSA’s goal has been to reach every
potentially eligible Medicare beneficiary multiple times, in a variety of
ways: for example, by targeted mailings and events, and follow-up
phone calls. And while we are confident we have taken appropriate
steps to reach out to those who may be eligible for the “exira help,”
our outreach efforts are continuing. Because there is no enrollment
period for the “extra help,” a Medicare beneficiary can apply at any
time. This means there is no inappropriate time to reach out to our
lower-income beneficiaries, and there is no wrong time for these
individuals to complete an application.

As you know, many estimates have been made as to the size of the
eligible population. But whether there are 300 or 3 million people,
SSA’s job is the same - find them. Find them where they live, find
them in the communities where they work, find them in any way we
can. Our message is simple: if you could possibly benefit from this
program, SSA will help you apply.

Mailing of Subsidy Applications and Targeted Outreach

To further explain how this outreach philosophy has translated into
action, | would now like to describe some of the specific routes SSA
has taken to reach our lower-income Medicare beneficiaries.

Although the new Medicare prescription drug coverage did not begin
until January 2006, SSA began mailing applications to individuals
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who were potentially eligible for “extra help” in May 2005. During the
following three months, we mailed almost 19 million applications. Our
goal was to have as many potentially eligible limited income Medicare
beneficiaries as possible file for the “extra help” before the Medicare
prescription drug program started in January 2006.

We also intended to cast the widest net possible in our efforts to
reach the public. Thus, we sent the 19 million applications to
potentially eligible individuals, even though we knew that not all of
this group would meet the income and resource requirements. Social
Security was only able to use certain data bases to screen the
Medicare population to identify potential eligible individuals who had

income below 150% of the Federal poverty level. This initial effort
allowed us to begin making eligibility determinations for the “extra
help” as early as July 2005.

Just as important as the initial mailing of applications was follow-up
contacts with those individuals who did not return them. We
contracted with a vendor to remind individuals of the availability of the
“extra help” program and to ask if they needed assistance. Of the 9.1
million people who were called by the vendor, 800,000 asked that we
resend applications, and nearly 400,000 requested assistance and
were referred to SSA. In addition, 5 million follow-up notices were
sent because the vendor couid not locate a phone number for the
individual (for example, an individual who was displaced by Hurricane
Katrina).

We continue to use Agency mailings to inform the public. For
example, the cost of living adjustment notice sent in November 2005
and again in November 2006 to over 50 million Social Security
beneficiaries, each time, contained information about the new drug
program and the availability of “extra help.” In May 2006, our annual
notice to individuals potentially eligible for Medicare Savings
Programs provided “extra help” information to 5.7 million
beneficiaries.

Also, SSA identified approximately 1.5 million disability beneficiaries
who received an “extra help” application mailer, but did not file an
application. We mailed a special follow-up notice to these
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beneficiaries between March 16 and April 11, 2006, explaining to
beneficiaries that they may be eligible for the subsidy, and assuring
them that this would not have an adverse effect on their disability
benefits.

In addition, we personally called over 300,000 beneficiaries, who did
not respond to an “extra help” application mailer, but had previously
applied for and received the $600 assistance under the Medicare
drug discount card, to offer help in completing the “extra help”
application.

Targeted advertising efforts have been coordinated with national
organizations, such as AARP, and targeted outreach events have
been conducted with state organizations such as the Elderly
Pharmaceutical Insurance Coverage (EPIC) program in New York.

In additional efforts to reach specific communities, SSA has
undertaken targeted mailings to beneficiaries with representative
payees, beneficiaries who speak Spanish, Asian-American and
African-American households, and beneficiaries age 79 and oider
who lived in zip codes with a high percentage of low income
households. During the period of June through August, 2006,

2.5 million “extra help” applications were mailed to these individuals.

SSA has also made a special effort to reach and reenroll those “extra
help” recipients who have lost “deemed” or automatically eligible
status. As | previously described, some individuals received the
subsidy automatically, by virtue of Medicaid, SSI or MSP eligibility. In
some cases, however, these individuals lose eligibility to these other
programs, and thus their deemed status. Working with the CMS, in
September 2006, SSA mailed more than 600,000 applications with
notices to Medicare beneficiaries who were no longer automatically
eligible for “extra help.” To date, more than 230,000 of these people
have reapplied. This is in addition to a number of individuals who
have regained automatic eligibility through reentitlement to certain
State programs. Social Security has just started a pilot to personally
call 10,000 of these individuals who have lost their deemed status
and have not filed for “extra help.” The results of the pilot will guide
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our approach in following up with the rest of this population.

In addition to the many specific outreach activities SSA has
performed in the past year, the agency also provides educational
outreach to Medicare attainers — those current Social Security
beneficiaries who turn 65 or reach the 25™ month of their disability. If
our records indicate an attainer may potentially be eligible for “extra
help,” SSA sends an application. This means between 120,000 —
130,000 beneficiaries receive LIS applications every month.
Similarly, many individuals call our 800 number or visit our field
offices to conduct traditional Social Security business. We educate
these individuals about the “extra help,” and we will take the
application if it is appropriate.

Continuing Success

As of mid January 2007, SSA has received applications from almost
6.1 million beneficiaries, of which almost 1 million were unnecessary,
because either the applicants were automatically eligible or because
they had filed more than one application. We have made over 5.9
million determinations on the eligibility for “extra help” and have now
found more than 2.3 million of these individuals eligible.

Generally, SSA continues to receive between 30,000 — 40,000
applications for “extra help” every week — almost 600 thousand since
the beginning of the fiscal year. This continued level of interest from
beneficiaries — this unexpectedly high amount of applications
received more than one year beyond the program’s launch — tells us
our outreach campaign is working.

While SSA has no direct role in assisting individuals in either
selecting or enrolling in PDPs, we have provided instructions to the
field offices on how to make sure those with questions on the new
Medicare prescription drug coverage are directed to the resources
they need. In some cases this means our employees will simply refer
the questioner to 1-800-MEDICARE, or to the beneficiary’s PDP
provider, but in other cases it means making a personal call to state
coordinators, reprinting and faxing award notices, and even making
emergency calls to CMS Regional Offices.
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SSA employees across the country are continuing to promote this
valuable benefit. Our job is not completed, and we continue to look
for more ways to reach those eligible for the “extra help” program.

Conclusion

In conclusion, | want to express my personal thanks, 1o this
Committee for your continuing support for the Agency. As you know,
SSA is operating under a continuing resolution, with funding levels
significantly below the President’s request. Moreover, the separate
funding pool that the Congress authorized under MMA during the
prescription drug program’s start-up period no longer exists.

This situation means that “extra help” outreach has to be handled
along with all of SSA’s other vital workloads — such as the taking of
retirement and disability claims. However, | can tell you from my own
experience, that the dedicated employees of SSA will continue to do
our very best, not only in administering the low-income subsidy and
premium withholding for the Medicare prescription drug program, but
also in providing our very important traditional services to the
American public.

We look forward to our continued dialogue with organizations,

advocacy groups, and of course, this Committee, as we progress with
“extra help” program efforts.

Thank you and | will be glad to answer any questions you may have.
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The CHAIRMAN. Thank you for your testimony.
Mr. Kocot.

STATEMENT OF LARRY KOCOT, SENIOR ADVISOR TO THE AD-
MINISTRATOR, CENTERS FOR MEDICARE AND MEDICAID
SERVICES (CMS), U.S. DEPARTMENT OF HEALTH AND
HUMAN SERVICES, WASHINGTON, DC

Mr. Kocort. Thank you, Chairman Kohl, Senator Smith and dis-
tinguished members of the Committee. I am Larry Kocot. I am sen-
ior advisor to the Administrator of the Centers for Medicare &
Medicaid Services. As you mentioned, Mr. Chairman, I have been
deeply involved in policy development and implementation of Medi-
care Part D.

Yesterday, CMS released the latest enrollment numbers for the
Medicare prescription drug benefit. More than 1.4 million bene-
ficiaries have enrolled in Medicare’s Part D program since June
2006, bringing the total number of people with comprehensive pre-
scription drug coverage to more than 39 million.

Over 90 percent of all people eligible for the Medicare prescrip-
tion drug benefit are receiving the prescription drug coverage they
need. Five separate surveys have reported independently that more
than 75 percent of beneficiaries are satisfied with the program.

Without question, Part D has been a positive change to the lives
of Medicare beneficiaries, especially for the people who receive the
Medicare low-income subsidy. One of the main objectives, as you
mentioned, of the Medicare Modernization Act, was to provide the
greatest assistance through access to prescription medication to
those with the greatest need. That is what CMS is doing today.

The low-income subsidy provides substantial help to Medicare
beneficiaries with limited incomes, including a Federal subsidy
ranging from 25 to 100 percent of the monthly premium cost for
qualified plans and minimal cost sharing for covered drugs. Recog-
nizing the importance of this benefit to this vulnerable population,
CMS began taking steps to reach out to beneficiaries with limited
incomes immediately after the bill was signed.

As of today, nearly 10 million low-income beneficiaries are get-
ting comprehensive drug coverage for little or no cost. 6.9 million
were enrolled through our automated processes and an additional
2.3 million enrolled beneficiaries submitted applications that were
approved by SSA.

In comparison with other means-tested programs, the Medicare
low-income subsidy benefit enrollment numbers are impressive.
However, we will not rest until we have reached and assisted every
beneficiary that qualifies and wants to apply for the low-income
subsidy.

With the recently extended special election period that allows
low-income subsidy-approved beneficiaries to enroll through the
end of 2007 without a penalty, these numbers should continue to
grow. Additionally, as Ms. Disman mentioned, of the 632,000 bene-
ficiaries who lost their low-income eligibility status for this year, so
far about 35 percent have regained their eligibility and now qualify
for the low-income subsidy.

People who are receiving the low-income subsidy are very satis-
fied with the coverage they received. According to a recent survey,
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87 percent of dual eligibles—that is, beneficiaries eligible for both
Medicare and Medicaid—who are receiving benefits through Part D
feel peace of mind now that they are enrolled in Part D.

More than nine out of 10 dual eligibles are satisfied. Forty-six
percent of the people who reported skipping or splitting dosages
prior to Medicare’s prescription drug coverage say they no longer
have to do so because of Part D.

Nevertheless, as I said, we still need to reach people who may
be eligible, but have not applied for the low-income subsidy. Our
work to identify and enroll these beneficiaries has been a multi-
faceted, continuous effort that did not stop with the end of the first
enrollment period.

Given that many beneficiaries are difficult to reach through tra-
ditional means, CMS has ongoing special initiatives targeting bene-
ficiaries in areas which may be isolated from the general commu-
nity outreach efforts.

We are working closely with over 40,000 partners who have
sponsored and participated in the 12,700 events that we have held
to date. Some of our strongest partners include the organizations
represented here today, the Access to Benefits Coalition, the
Health Assistance Partnership, the National Council on Aging and
our sister agency, the Social Security Administration.

The one-on-one counseling and personalized attention that these
partnerships made possible enabled CMS to reach tens of millions
of people, one person at a time. Another critical component of
CMS’s outreach initiatives has been the direct engagement of the
provider community and especially the tens of thousands of phar-
macists who did so much to get this program off the ground.

One year ago, with the startup of the most significant change in
Medicare since its creation in 1965, CMS faced a number of sys-
tems and process issues that, if left unaddressed, would have cur-
tailed some Part D enrollees access to covered drugs.

CMS has worked hard to find and fix the problems and improve
this program, and we will continue to do so. As a result, better
communications between plans and pharmacies, enhancements to
file and data exchange with plans, SSA and the States and other
systems and process improvements, have enabled us to take steps
early to avoid similar issues in 2007. What a difference a year
makes.

Well before the year began, CMS worked with pharmacies and
drug plans to closely monitor the program as it entered its second
year. Though we continue to look for, and we are ready to solve,
any problems that do arise, hundreds of thousands of newly en-
rolled beneficiaries have gone to pharmacies for the first time with-
out a hitch in January.

We continue to see operations run smoothly. Whether it is phar-
macists at the drugstore or beneficiaries filling their prescriptions,
very few of the problems that people encountered at the program’s
implementation have been experienced this year.

Thank you, again, Senator, Mr. Chairman, and thank you for
this opportunity to be here with you today. I am happy to take any
questions you might have.

[The prepared statement of Mr. Kocot follows:]
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Testimony of S. Lawrence Kocot
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Centers for Medicare & Medicaid Services
Senate Special Committee on Aging Hearing
“Medicare Part D: Is it Working for Low Income Seniors?”

January 31, 2007

Thank you Chairman Kohl, Senator Smith and distinguished members of the Committee,
for inviting me to discuss how the Medicare prescription drug benefit is working for Low

Income Subsidy (LIS) eligible beneficiaries.

Prescription drugs are key to the delivery of modern medical care and they are essential
to preventing and managing illness, and improving peoples’ quality of life. In many
respects, the new Medicare prescription drug benefit (Part D) is probably the single most
important addition to benefits in the history of the Medicare program.

Because of the extraordinary importance of this new benefit, CMS outreach to Medicare
beneficiaries has been unprecedented. Beginning in 2005, Medicare embarked on a
multi-faceted campaign to reach out to not just the potential LIS-eligibles. but to each of

the more than 42 million people with Medicare.

Medicare’s partners, including grassroots organizations, local, state and federal agencies,
State Health Insurance Assistance Programs (SHIPs), the faith community, and individual
volunteers sponsored and attended tens of thousands of Medicare events and

opportunities across the country for people to get personalized assistance.

‘Some of our strongest partners were the organizations represented here today: the Access
to Benefits Coalition (ABC), Health Assistance Partnership (HAP) and the Social
Security Administration (SSA). The one-on-one counseling and personalized attention
these partnerships made possible enabled Medicare to reach tens of millions of people—

one person at a time.
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Medicare made numerous improvements to the way we reached out to beneficiaries and
their families, including harnessing the power of the internet and strengthening call center

capability and capacity.

This ongoing outreach effort has been part of the transformation in the way Medicare
does business, from a bill-paying agency to a real partner in keeping béneﬁciaries’ health.
Moreover, it is working. We are committed to reaching people who may be eligible but
have not applied for the Low Income Subsidy, but it is important to note that today more
than 90 percent of people with Medicare have coverage for prescription drugs through
Part D or another source. Approximately 70 percent of those identified as potentially
eligible for LIS in 2006 are enrolled in Part D. Enrollment in Medicare Part D, and in
particular, enrollment by LIS beneficiaries, is impressive by any measure for a new

public sector benefit program.

CMS has worked equally hard to ensure that once enrolled, people with Medicare are
able to take advantage of their prescription drug coverage without difficulty. In the early
days of the program issues were identified and resolved, and as a result, millions of
people with Medicare have been using their drug coverage effectively, including the

roughly 9.9 million LIS beneficiaries with drug coverage in 2006.

Surveys consistently show over 75 percent of Medicare beneficiaries are satisfied with
their current coverage and drug plans. This includes low-income people, including
beneficiaries eligible for both Medicare and Medicaid, who receive the LIS. According
to a recent survey, 87 percent of dual-eligibles feel “peace of mind” now that they are
enrolled in Part D. More than 9 out of 10 dual-eligibles are satisfied. Many (46 percent)
of the people who reported skipping or splitting dosages prior to Medicare’s prescription

drug coverage say they no longer have to under Part D.'

" KRC Research survey for the Medicare Rx Education Network, conducted September 1-7, 2006,
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Overview of the Low-Income Subsidy
Prescription drug coverage is absolutely essential for people with limited incomes. One
of the main objectives of the Medicare Modernization Act (MMA) was to provide the

greatest assistance to those with the greatest need.

The LIS provides substantial help to Medicare beneficiaries with limited incomes: a
federal premium subsidy ranging from 25 to 100 percent of the monthly premium cost for

qualified plans, and minimal cost-sharing for covered drugs.”

Three groups of beneficiaries are automatically eligible for LIS, meaning they do not

have to fill out any sort of application to receive the subsidy:

¢ Beneficiaries who are eligible for and enrolled in both Medicare and Medicaid
due to their income level-—the “dual-eligibles” referred to earlier.

s Beneficiaries enrolled in the Medicare Savings Program. These are the Qualified
Medicare Beneficiaries (QMBs), Specified Low-Income Medicare Beneficiaries
(SLMBSs), and Qualifying Individuals (Qls).

* Beneficiaries receiving Supplemental Security Income (SSI), but not Medicaid.

Beneficiaries not falling into one of these categories must apply for the LIS. This means
they must submit an application to their state Medicaid agency or SSA, which is

responsible for verifying income and assets to determine eligibility. Upon receipt of

? By “quahfied plan” we mean a plan with a premium at or below the LIS benchmark. Note that LIS
beneficiaries may select any plan in their service area, but will bave to pay an additional premium for plans
that bid above the LIS benchmark. As required by law, the Low-Income Subsidy is a means-tested public
benefit. In order to apply and qualify, Medicare beneficiaries generally must meet both an income and
asset test. In 2006, the maximum income to qualify for the LIS was $14,700 for singles with no dependents
or $19,245 for married individuals with no dependents. (Individuals with dependents had higher income
thresholds, and residents of Alaska and Hawaii had lower thresholds). Assets could not exceed $10,210 for
a single person or $20,420 for a couple. As required by statute, these levels were updated for 2007. The
maximum income to qualify for the LIS is now $15,315 for singles with no dependents or $20,535 for
married individuals with no dependents. (Individuals with dependents have higher income thresholds, and
residents of Alaska and Hawaii have lower thresholds). Assets may not exceed $11,710 for a single person
or $23,410 for a couple (this includes $1,500 per person for burial expenses).
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approval from SSA, beneficiaries may begin receiving subsidized benefits. Of course,
these individuals need to be enrolled in a prescription drug plan to get these benefits.
CMS automatically enrolls — or facilitates enrollment — into a plan those beneficiaries

who have been approved for LIS but have not enrolled in a plan on their own.

CMS was extremely successful in enrolling LIS-eligible individuals into Part D plans in
the first year of the program. Of the approximately 13 million beneficiaries CMS
estimates were eligible for the LIS in 2006, nearly 10 million now have coverage for
prescription drugs. Through ongoing outreach that continues even today, CMS built
upon the successes of 2006, with over 300,000 new LIS-beneficiaries enrolled in Part D
prior to January 1, 2007. With the recently extended special election period that allows
LIS-approved beneficiaries to enroll through the end of 2007 without penalty, these

numbers should continue to grow.

Our work to identify and enroll these beneficiaries ié a multi-faceted, continuous effort
that did not stop with the end of the first enrollment period; rather it has been a sustained
and ongoing effort. These potentially eligible LIS individuals continue to be targeted with
a multi-pronged education and outreach campaign that leverages existing information
intermediaries and resources. Initiatives include direct mailings and targeted telephone
calls to beneficiaries, along with local outreach from community groups,
intergovernmental partners, and health care providers, including pharmacists. Given that
many beneficiaries may be difficult to reach through traditional means, CMS has special
initiatives targeting both urban minority beneficiaries, and beneficiaries in rural areas

who may be isolated from general community outreach efforts.
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Reaching out to People with Medicare: Partnership Is the Key to Success

As noted, CMS began preparation for outreach and education on the low-income subsidy
immediately following enactment of the MMA. CMS partners, including grassroots
organizations, local, state and federal agencies, SHIPs, the faith community, and
individual volunteers sponsored and/or attended more than 12,700 Medicare outreach
events providing opportunities for people to get personalized assistance during fall open
enrollment. In addition, the Medicare “Mobile Office Tour” logged more than 70,000

miles to 165 cities with more than 200 stops.

CMS” efforts to reach people who might be eligible for extra help have consistently been
among our highest priorities. Partnerships continue to play a significant role in reaching
the LIS population, and they have been instrumental in providing the one-on-one
counseling and personalized assistance that continues to make Part D a success. CMS is
committed to maintaining open lines of communication and dialogue with our partners in
order to tailor our outreach efforts. One example includes our relationship with SSA, a
partnership critical to reaching the LIS population.- CMS collaborated with SSA for
numerous LIS education and outreach events, as well as direct mailings and follow-up
phone calls to potential LIS beneficiaries. We maintain this very close relationship with

SSA in working to continue to identify potential LIS eligible beneficiaries.

In addition, the U.S. Administration on Aging (AoA) has been crucial to both the success
of LIS beneficiary enrollment, as well as the success of Part D in general. Prior to the
open enrollment period, AoA granted a contract to assist with the enrollment of
beneficiaries into Part D. A large part of this contract supported grassroots efforts to
target hard-to-reach populations, especially in minority and disability communities.
Partner organizations included National Adult Day Services Association, Meals on
Wheels Association, National Alliance for Hispanic Health, and American Association of

Homes and Services for the Aging, just to cite a few.

Also, CMS has worked collaboratively with the USA Freedom Corps and the US

Department of Housing and Urban Development to distribute LIS literature and materials
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to people living in subsidized housing, and the US Department of Agriculture to identify
individuals through the food stamp program who might be eligible for the LIS.

The SHIPs and the Health Assistance Partnership (HAP) that supports them also have
been invaluable partners to CMS in helping LIS eligible beneficiaries. SHIPs in each
state offer local one-on-one counseling and assistance to people with Medicare and their
families. Through CMS funded grants directed to states, SHIPs provide free counseling
and assistance via telephone and face-to-face interactive sessions, public education
presentations and programs, and media activities. Although SHIPs have a diverse
portfolio of health care issues for which they help beneficiaries, the CMS grant provided
to SHIPs directed them to increasingly focus their attention and efforts during enrollment
opportunities on hard-to-reach populations, including the LIS eligible population. SHIP
directors have reported anecdotally that the number of low-income beneficiaries they
serve each year has increased significantly, currently making up 20-25 percent of their

total client base.

Further, SHIPs are expanding their Part D targeted outreach initiatives—especially those
that provide education and expand enrollment opportunities for dual-eligible, low-
income, hard-to-reach beneficiaries, and beneficiaries who lack coverage for their
prescription drug expenses. In support of SHIPs, CMS and HAP are discussing how to
develop ways to coordinate HAP services so that the SHIP network effectively reaches
all populations. Further, HAP convenes monthly informational MMA forums, and has
assisted several SHIPs with volunteer recruitment and training. For instance, they are
working with the Ohio SHIP on a technology tool to better manage volunteers and to
support data entry. They also worked with the Iowa SHIP on a web-based counselor
recertification program and they are currently working with the Maine and Kansas SHIPs

on strategic action plans.

CMS is also grateful for the assistance of the National Council on Aging (NCOA) and
ABC-Rx in supporting our outreach efforts. CMS and AoA worked together to contract
with NCOA to develop an on-line Low-Income Subsidy application service from June

2005 to September 2006. In addition, NCOA received a CMS-funded grant to reach and
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assist beneficiaries in applying for LIS, and subsequently enroll beneficiaries in a plan.
Also, as part of its coalitions — ABC-Rx and Benefits Checkup Rx -- NCOA came up
with innovative outreach strategies to find and help people file for the low-income

subsidy.

Another critical component of CMS’ outreach initiatives was the direct engagement of
the provider community, and especially the pharmacy community. In our initial effort
that began in May 2005, CMS partnered with chain and independent pharmacies in an
education and outreach program for the Low-Income Subsidy. This effort, which
preceded the implementation of the drug benefit, was designed to provide information to
potential enrollees about the coming Medicare drug benefit and to encourage low-income
beneficiaries to take advantage of personalized help in applying for the subsidy.
Information and assistance was provided in more than 30,000 chain pharmacy stores
across the country. CMS was able to reach and entist the help of many thousands of
additional pharmacists and independent pharmacies through efforts with state and

national pharmacy associations and buying groups.

The communications between CMS and pharmacies marked the beginning of an
extensive and lasting effort to exchange information and educate the pharmacy
community. During open enrollment, pharmacists held thousands of in-store
informational days, provided medication reviews, offered community presentations and

events, and have helped beneficiaries compare their plan options.

CMS continues fo leverage existing relationships with hundreds of community-based
organizations around the country. These include schools, senior-centers, community
centers, and places of worship. Having a unique relationship with the community, these
organizations are able to understand the populations they serve and can best identify their
needs. CMS has also conducted over 1,200 “train-the-trainer” events with local and
national partners on LIS-specific outreach, including SHIP counselors, physicians,
pharmacists, Federal/State/local government partners, and hundreds of community

organizations across the country to reach LIS beneficiaries and provide individual
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guidance. In addition, as natural partners, CMS works in ongoing efforts with physicians,
providers and their staff to provide counseling services and enrollment activities for the

low-income population.

What a Difference a Year Makes: CMS Addresses Systems Issues, Anticipates
Transition Challenges, and 2007 Moves Forward Smoothly

One year ago, CMS was facing a number of systems and process issues impacting some
Part D enrollees’ ability to access covered drugs. CMS worked hard to find and fix the
problems, and took significant steps early to avoid similar issues in 2007. We worked
with plans, pharmacists and States to improve data systems impacting beneficiary access.
For example, we facilitated better communications between plans and pharmacies which
resulted in upgrades to pharmacy software systems that will improve messaging between
pharmacies and plans for better customer service. Also, throughout the year, CMS made
a series of systems and process changes and enhancements to improve our file and data
exchanges with plans, SSA and the states to improve performance and accuracy in

beneficiary enrollment and benefits processing.

In September 2006 CMS published a “Readiness Checklist” for all prescription drug
plans, reminding them of their obligations, key dates, and vital tasks to ensure a smooth
annual enrollment season and transition to the 2007 benefit year. The Readiness
Checklist included elements related to call center requirements, complaint resolution,
systems testing and connectivity, data submission and file processing, enrollment
procedures, beneficiary marketing and communication strategies, beneficiary and

pharmacy customer service, and timely payment to pharmacies.

In early November 2006, CMS asked all plans to report back to CMS on their successes
and any problems encountered in accomplishing the tasks on the Readiness Checklist.
The results from this exercise served two important functions: First, it reassured CMS
that the vast majority of plans were fully prepared for annual enroliment and the new
benefit year and that they had successfully interpreted our guidance and requirements.

Second, it identified an area where some plans indeed were having problems — for
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example, some plans reported that they were not able to issue the Annual Notices of
Change (ANOCs) within the timeframe specified by CMS. Using this information from
the Readiness Checklist, CMS was able to quickly implement a strategy to ensure that
beneficiaries who did not receive an ANOC in a timely manner would be granted a
special election period to extend the period of time they had to make a decision about

their 2007 plan choice.

Each month CMS auto-enrolls or facilitates the enrollment of dual eligibles and or LIS
eligibles into certain prescription drug plans. These plans are sent lists of beneficiaries
each month who are not already enrolled in a plan, and the qualified plan accepts those
beneficiaries as their enrollees. There are special system requirements and processing
needs associated with accepting auto-enrollments and facilitated enroliments. In fall
2006, CMS identified a handful of plans that either would be receiving auto-enrollees and
facilitated enrollees for the first time or would receive a significantly higher volume of
auto-enrollees and facilitated enrollees in 2007 compared to 2006. To ensure that these
beneficiaries would experience a smooth transition to receiving their prescription benefits
through a Part D plan, CMS conducted autoenrollment and facilitated enrollment
readiness audits. These audits were very thorough and examined all of the systems and
other processes plans needed to have in place to successfully process the enrollment
records, communicate with beneficiaries, and provide service. Any plan that was not fully
prepared to undertake this important task was excluded from receiving autoenrollments

and facilitated enrollments.

To ensure a smooth transition for the existing LIS enrolled population specifically, CMS
worked with States and SSA to identify dual, MSP and SSI beneficiaries who would
again automatically qualify for LIS in 2007. Such beneficiaries were “re-deemed” for the
low income subsidy for all of 2007. CMS also anticipated that some beneficiaries
deemed eligible for LIS in 2006 would not be automatically eligible in 2007. After
working with SSA to identify an initial count of 632,000 individuals no longer
automatically eligible for extra help in 2007, CMS and SSA worked together to contact

these individuals by mail, explaining their loss of deemed status, and provided an
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application for LIS with postage paid envelope to apply and qualify for this help through
the SSA application process. It was CMS’s goal to ensure that each of these beneficiaries

was aware of their change in status and could take action accordingly.

Additionally, CMS provided information to plans about affected beneficiaries, so they
too could conduct outreach (by phone or mail) to enrollees who would no longer
automatically qualify for extra help in 2007. As states have submitted their monthly data
files identifying duals who have regained their Medicaid eligibility, the number of
beneficiaries no longer automatically eligible for extra help has decreased. CMS
outreach included a September 2006 letter to beneficiaries; guidance to state Medicaid
directors with a list of people who lost LIS down to the zip code level; and technical
assistance to the prescription drug plans ~ including providing each drug plan sponsor
with a list of affected mernbers in early October. As a result, as of January 2007, roughly
35 percent of people who had lost their deemed status had regained LIS eligibility —
including those who regained their deemed status and those who reapplied and qualified
for LIS with SSA. We expect these numbers to continue to grow throughout 2007.

CMS also anticipated transition issues related to the requirement that plan sponsors must
qualify annually for automatic assignment of dual eligible beneficiaries. Due to the
nature of the annual bidding process and the requirement that dual eligible beneficiaries
be assigned only to plans that submit bids below the regional low-income benchmark
(LIS benchmark), a strong potential existed that many plans qualified to accept auto-
assignment of dual eligible beneficiaries in 2006 might not qualify in 2007 resulting in a
large-scale shift of this population in the new benefit year. Early estimates were that as
many as 3.7 million dual eligibles would be in plans that would no longer have premiums
below the LIS benchmark amount in 2007.

To address this issue, as well as to promote effective competition that builds on the
savings achieved through beneficiaries’ plan choices in 2006, CMS implemented a
transitional approach to determining the federal contribution to the drug benefit for low-

income Medicare beneficiaries in 2007. This transition policy resulted in greater stability
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in zero-premium plan options for LIS beneficiaries, thus minimizing the need for
beneficiaries to be reassigned for 2007. In addition, as another key aspect of CMS’
efforts to minimize dual eligible beneficiary movement among plans, CMS is conducting
a demonstration that permits plans with premium increases of less than $2 above the LIS
benchmark for 2007 to qualify to retain their current LIS beneficiaries. In the case of
beneficiaries who changed plans in 2006 after being facilitated into a plan by CMS, CMS
did not randomly reassign the beneficiaries into a new plan for 2007 if the beneficiary
affirmatively elected to stay in their 2006 plan and pay a higher monthly premium (due to
the plan’s bid above the 2007 LIS benchmark). In effect, if the beneficiary had
independently chosen that plan for 2006, CMS honored the decision for 2007, allowing
the beneficiary to remain in their 2006 plan. In these cases, plans notified individuals of

their prospective premium increase in 2007 and of their right to change plans.

Thanks to these efforts, fewer than 250,000 individuals needed to be re-assigned
randomly to different prescription drug plans, CMS mailed color-coded (blue) letters to
all LIS beneficiaries who were being reassigned to notify them of the reassignment and
their options for selecting an aiternative plan. Plans also mailed notifications, indicating

the enrollee could be reassigned to a different drug plan sponsor for 2007.

Finally, CMS has made important strides to promote a seamless transition for Medicaid-
eligible individuals who are about to attain Medicare eligibility. Beginning in July 2006,
we requested that States submit information to us concerning these individuals in advance
of their Medicare eligibility so that CMS can deem them eligible for the LIS and assign
them to a Medicare Part D plan before the start of their Part D eligibility. This
prospective identification and enroliment process has resulted in the seamless transition
of more than 10,000 new dual eligible individuals per month into Medicare Part D

coverage.

Looking Ahead: Reaching the Remaining LIS-Eligibles
Despite all the progress made to date, CMS is committed to doing much more. Working

with our partners, we will continue our outreach and education effort until we are
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satisfied that every beneficiary who might want to apply for LIS can learn about the
benefits and receive personalized assistance to get the most out of their Medicare benefits

at the lowest possible cost.

CMS’ partner engagement goals for 2007 strive to make Medicare a permanent
grassroots program. CMS is working with its various partners and key stakeholders in
this evolution, and is increasing proactive outreach. By connecting partners and sharing
resources nationally and in the field, CMS will continue to help people with Medicare

make the most of their benefits through personalized assistance and ongoing outreach.
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The CHAIRMAN. Thank you very much.

More that 600,000 poor seniors are losing the low-income subsidy
that covered nearly all of their drug costs last year. Some may still
be able to obtain extra help, but they need to apply, as we know.
Of the 600,000, how many have reapplied this year and are con-
tinuing to receive a low-income study.

Ms. DisMAN. Within the Social Security Administration, of the
230,000 that have applied at Social Security, at this point in time
we have 132,000 that have been found eligible of the 191,000 that
we have processed.

The CHAIRMAN. Well, it is my understanding, as you point out,
that these seniors receive letters notifying them that they were no
longer automatically eligible. The question I ask is wouldn’t it have
been easier, or simpler, if you had just started the applications for
them and asked them to provide the necessary information to de-
termine their true eligibility, instead of automatically removing
them from the program?

Ms. DisMaN. I will have to yield to my colleague in the Centers
fior Medicare and Medicaid Services, since that is within their juris-

iction.

Mr. Kocot. Well, Senator, as you know, we can only serve bene-
ficiaries who are qualified for the low-income subsidy. Those bene-
ficiaries that did lose some status in MSP or SSI, other than Med-
icaid, once they do drop off those rolls, we are required to have
them apply for the subsidy and qualify for it, so we really have to
have them qualified and applied for.

We are required to get them to provide evidence that they do
qualify, the burden of proof really shifts to them.

The CHAIRMAN. Well, yes. What I have said is wouldn’t it have
been better to simply send them the application, along with the no-
tification that they need to reapply?

Mr. Kocor. Well, Senator, that is exactly what we did. We sent
them a letter telling them that they were no longer automatically
going to qualify and that they should apply as soon as possible and,
in fact, many did.

Ms. DisMAN. The application was with the notice that we wound
up jointly drafting and sending.

The CHAIRMAN. So the application went out with the notification
that they are no longer eligible.

Mr. Kocot. That is right. That they are no longer automatically
eligible.

The CHAIRMAN. Right.

Mr. Kocort. It did encourage them. As a matter of fact, many of
these people probably are eligible, but they do have to apply.

Senator, if I might add, we also followed up with plans, and CMS
itself followed up with a lot of different communication, as did a
lot of other outreach groups, pharmacies and plans working coop-
eratively to reach these people one-on-one. We have really taken on
quite a bit of effort to get them to reapply and, as a result, many
have. But this, we acknowledge, is the hardest population to reach
and the hardest population to spur to action, but we will continue
trying.

The CHAIRMAN. Well, with so many who have not been able to
regain their admission to the program, what is it that you intend
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to do to reach them that we haven’t done yet? What are your ideas
for improving on your ability to reach these people?

Mr. Kocot. Well, we are working with many of our partners that
we have been working with over the last 2 years, and many are
submitting ideas to us and we will be working with them to come
up with an action plan to reach the rest of these beneficiaries. As
a matter of fact, Senator, many of these beneficiaries—our experi-
ence doesn’t show a large number, but some are showing up at
pharmacies, some are telling us they didn’t know.

What we are doing is we are getting them into the process, hav-
ing them apply and working with the plans to take care of their
immediate needs if they are emergency needs. So we are taking
these on a one-by-one, case-by-case basis so that no one falls
through the cracks.

Ms. DISMAN. Senator, we have had the opportunity on the local
level, with the Regional Commissioners, to work with various
States, to help identify these people and to have them file. We are
also personally now going to start calling these people.

Many of them will not qualify, because they have too much re-
sources, but we are really attempting to reach out on a one-on-one
basis, and all of our offices are aware that if anyone comes in and
says that they just realized that they don’t have the low-income
subsidy, that they are to take the application, and we actually have
a special procedure between Social Security and CMS to really
track that individual.

The CHAIRMAN. Last year, some seniors opted to have their Medi-
care Part D plan premiums automatically withheld from their So-
cial Security checks. As a result of confusion between drug plans,
CMS and SSA, some seniors had too much money withheld and
will be receiving refunds next month, while others had too little
withheld and are being asked to pay more.

What has been done to ensure that this confusion will not hap-
pen again this year?

Ms. DisMAN. Well, Senator, I am pleased to report that, looking
at the data exchange between CMS and SSA this year, there has
been much improvement. We are looking at new enrollments. It
has been more timely and more accurate. We actually have our
staffs working very closely together, looking at how we hand off
data between each other, looking at all of the various exchanges.
We are all focusing on what the issues are and ways that we can
make improvements.

We are as concerned with the individuals not having the correct
premiums, the impact on their Social Security benefits, and we are
very concerned that it be done in a timely and accurate manner.
We have had a process of us getting the data back to CMS after
they transmit something to us within 2 days, so that we tell them
whether or not it has been successful or there has been a problem
with the data.

So our staffs are extremely focused on that, and it is our commit-
ment to try to really deal with the issue.

The CHAIRMAN. Senator Smith.

Senator SMITH. Thanks, Senator Kohl.

Beatrice, I have heard a number of reports that some bene-
ficiaries have difficulty accurately reporting in-kind contributions
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for the asset test that goes with this benefit. Obviously, given that
misrepresenting assets is a Federal offense, I can understand why
some might be dissuaded from applying.

I wonder if you have any thoughts about how we can make it
easier to report in-kind contributions so this is not an unnecessary
deterrent.

Ms. DisMAN. Well, Senator, I think as you know, when the legis-
lation was enacted, it really had reference to the Supplemental Se-
curity Income (SSI) program and the various income levels and in-
kind support and maintenance is certainly one of the areas. Any-
thing that can be done to simplify the categories certainly sim-
plifies the application and simplifies the understanding and the ad-
ministrative aspects of it.

We actually try to approach this area of in-kind support and
maintenance by having just one question on the application, by
having the person estimate, by us not verifying the information
and by us setting up a flat amount if it was over a certain amount.
But we did that within the structure of what the statute is at this
point in time.

Senator SMITH. I doubt that beneficiaries are—maybe some, but
many are deliberately trying to misrepresent their assets. But, for
example, for anyone who may be interested in what I am talking
about, for example, if a senior is getting Meals on Wheels, is that
an asset for purposes of the asset test? If so, what kind of value
do you put on it in terms of meeting the qualifications?

Ms. DisMAN. Well, Meals on Wheels, Senator, is not an asset.

Senator SMITH. OK.

Ms. DisMAN. But I think what you are talking about with the in-
kind support and maintenance is if a relative provides for the tele-
phone bill. Let’s say they elect to pay a telephone bill.

Senator SMITH. What I was referring to is in-kind contributions
come in under the asset test, as I understand it.

Ms. DisMAN. They come in under the income test.

Senator SMITH. OK, so for purposes of the income test, even that,
people don’t want to misrepresent it. But what would Meals on
Wheels be for purposes of the income test?

Ms. DisMAN. It wouldn’t. Meals on Wheels do not count as in-
come.

Senator SMITH. OK.

Ms. DisMAN. There is a whole list of income that doesn’t count.

Senator SMITH. I appreciate the clarification.

Larry, current law waives the cost share requirement for certain
low-income beneficiaries who receive long-term care services in
nursing homes. But, as I stated in my opening statement, those
who receive services in community-based settings, like assisted liv-
ing facilities, don’t get that.

My question is, what steps can CMS take to help these bene-
ficiaries with their drug costs until Congress enacts a more perma-
nent solution to the problem?

Mr. Kocot. Well, as you know, Senator, this is kind of a statu-
tory problem for us in the interpretation of institutionalized bene-
ficiaries. It does not include those facilities that you had talked
about.
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We are doing everything we can to try to facilitate, as you know,
people into the community. For all the right reasons, the reasons
that you had stated, we want to actually incentivize people to use
the assisted living facilities and so forth rather than having to re-
sort to go to long-term care facilities.

Senator SMITH. It doesn’t make much sense, does it, that there
is this inherent bias toward one versus the other, when the other
may actually save a lot of money.

Mr. Kocot. We certainly agree with you that the incentives
should be aligned for people to have choices that give them alter-
natives that are other than a long-term care institutionalized set-
ting.

Senator SMITH. But, to be clear, you don’t really have a lot of ad-
ministrative elbow room under the current statute?

Mr. Kocor. I don’t think we do, Senator.

Senator SMITH. So Congress needs to act.

Mr. KocoT. We can certainly investigate and report back to you
on what administrative relief we think that we can provide.

We understand your concerns regarding the imposition of cost
sharing on the full benefit dual eligible population enrolled in home
and community-based settings. However, we do not believe we have
latitude to treat home and community-based recipients as institu-
tionalized for the purpose of the cost sharing exemption.

Senator SMITH. I would appreciate it if you would do that, be-
cause obviously the sooner Congress acts, the better, but the sooner
the Government acts in a general sense, better still.

If you do have any administrative flexibility to get rid of this dis-
tinction, this bias, that is really counterproductive to our own bot-
tom line, I would appreciate knowing what you

Mr. Kocort. I am not aware of any, but we will get back to you,
Senator.

Senator SMITH. Thank you, Mr. Chairman.

The CHAIRMAN. Senator Craig.

Senator CRAIG. Mr. Chairman, again, I haven’t had yet the op-
portunity to publicly say congratulations on becoming the Chair-
man of this Committee. I, sometime back, was Chairman and en-
joyed it a great deal. It can be an extremely valuable tool to do ex-
actly what you are doing today, and I appreciate that.

Let me ask for unanimous consent that my full opening state-
ment be a part of the record.

The CHAIRMAN. It will be done.

[The prepared statement of Senator Craig follows:]

PREPARED STATEMENT OF SENATOR LARRY CRAIG

Mr. Chairman, I know that others have made their statements and we have sev-
eral witnesses who we want to hear from, so I will be brief in my comments. First
of all, Senator Kohl I want to thank you for calling your first hearing as Chairman
about this important issue. There is no question that Medicare Part D has had an
enormous impact on the everyday lives of our seniors.

However, I think it is worthwhile to note that this program has had an incredibly
positive impact on the lives of our seniors. I have to admit that initially I was skep-
tical about the prescription drug program. I ultimately supported it because access
to affordable prescription drugs is vital for our seniors. Since then, I have been
pleasantly surprised at the level of success Medicare Part D has achieved—both in
terms of beneficiary satisfaction and in decreased cost to the federal government.
Recent reports indicate that Medicare Part D enjoys an 80 percent approval rating
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among beneficiaries is saving over $1100 per year in out of pocket costs for medica-
tions.

As for the focus of this hearing—low-income beneficiaries—I think Medicare Part
D has performed well in this respect as well. In May 2006, the Centers for Medicare
and Medicaid Services (CMS) estimated that 3.2 million of 13.2 million persons eli-
gible for low-income subsidies did not have prescription drug coverage through
Medicare Part D or another source. This means that approximately 75 percent of
low-income beneficiaries are receiving prescription drug coverage. When considering
that this population is much more difficult to reach than the general Medicare popu-
lation, it is impressive that the efforts to enroll these individuals in the program
were this successful. CMS and the Social Security Administration (SSA) have taken
steps to further encourage enrollment by these individuals.

I wanted to take a moment to recognize the successes of Medicare Part D, but
I am not under the illusion that the program is perfect. As our witnesses have dis-
cussed in their testimony, there have been problems with implementation, particu-
larly for “dual-eligible” individuals who previously received prescription drugs
through Medicaid. Our witnesses have also highlighted that one source of these
problems are delays in sharing data among CMS, SSA, and private prescription
drug plans.

Unfortunately, these kinds of problems are not unique to CMS and SSA. As
Chairman, and now as Ranking Member, of the Veterans Affairs Committee I have
examined the issues of data sharing between the Department of Defense (DoD) and
the Department of Veterans Affairs (VA). DoD and VA have come a long way in
terms of sharing data in order to better serve our veterans but there is still work
to be done. This is also true of CMS and SSA. Improved data sharing will go a long
way towards resolving many of the difficulties that beneficiaries are currently expe-
riencing. I am hopeful that both agencies recognize the importance of this issue and
are working to improve data sharing.

With that said Mr. Chairman, I want to again thank you for holding this impor-
tant hearing. I want to welcome our witnesses and I look forward to hearing from
them.

Senator CRAIG. But I think in that statement I would be remiss
if I didn’t say that Part D is a roaring success. That is coming from
the skeptic that I was thinking, that we could not make it as suc-
cessful as it has become, and today it has nearly an 80-plus percent
favorable rating amongst beneficiaries. For a new Federal stand-up
program, in the short time that it has been in existence, that is a
pretty darn good record.

I know we struggle with trying to be as inclusive as possible, Mr.
Chairman, but there is also a reality, at some point it becomes the
personal responsibility of the individual involved here, because en-
rollment is voluntary. While we can push as much information at
them as possible, sometimes you can’t force them to do something
that is voluntarily their responsibility.

Having said that, let me move in this line of questioning. Some
individuals, including both members on the next panel of wit-
nesses, have suggested that SSA be given access to IRS data to tar-
get outreach to low-income beneficiaries.

First of all, how helpful would this be in your attempt to reach
these low-income individuals? Secondarily, if we are going to start
deciding that IRS can now distribute information for purposes of
marketing a voluntary program, isn’t that a little bit of big brother
and a step too far?

Beatrice, do you want to tackle that one?

Ms. DisMaAN. I will tackle part of it, Senator.

Certainly, I think when we talk about the “extra help” and the
low-income subsidy, I think you know we went to great lengths to
identify the population that might be eligible for the “extra help”.
We cast a very wide net to be able to do that.



37

Our approach really would be the same, using multiple ways, a
variety of ways of contacting people, whether it be the mailings,
the personal phone calls, the community events, the telephone, the
Internet.

However, having information as to what people’s tax information
or pensions and things that we don’t have available, would have al-
lowed us to more efficiently target this population.

So, for example, our initial launch was 19 million people that we
sent low-income subsidy applications to. We knew that this was a
very wide net, but because we did not have access to information
that could have given us resource information on individuals or
other kinds of income, we cast such a wide net, not to exclude any-
one.

So it certainly would help to have a more efficient targeting, but
there is sensitivity on using

Senator CRAIG. So you are suggesting that big brother it might
be, but it will be at least an efficient big brother?

Ms. DisMAN. Well, I am also suggesting the sensitivity on using
tax information for non-tax purposes.

Senator CRAIG. I would hope so.

Ms. DisMAN. I really do think that both the Administration and
Congress have to look at it and see what it is. But, certainly from
a programmatic point of view and where I am as operationally ad-
ministrating the program, it would have helped us to be more effi-
cient.

Senator CRAIG. OK. Maybe to both of you, a common problem
that I hear from my constituents about Medicare Part D, and one
that our second panel has cited, is a delay in data sharing amongst
CMS and SSA and private plans. We know that CMS and SSA are
both Federal agencies.

Questions would be, what is being done to make it easier for
these two entities to share information, and what can be done to
improve data sharing between the public and the private?

Mr. Kocor. Well, Senator, we have come to know quite a bit
about data sharing due to some of the problems that we encoun-
tered last year, and we have done everything that we can to work
with plans to streamline that data sharing. In addition, we have
worked with SSA to streamline data sharing.

But one of the things that is a reality that we face, and not only
with SSA, but also with plans, is that people are real time, but, un-
fortunately, benefits administration is not.

It does take time for data to be collected, for example, from a
plan, and to be transferred to CMS, as in the case of the with-
holding from Social Security. It then has to go to Social Security.
It has to be checked, it has to be verified. If there are problems,
it is sent back and then it is sent back again and then it goes into
a Social Security check, done by the Treasury Department.

So, in that process, not only do you have to have every piece of
data correct and amounts that are correct, but also you have to
have enough lead time so that you can get it into, for example, tak-
ing it out of a Social Security check. You have to have lead time
to get it all confirmed and verified, so there is a time frame built
into any process for benefits administration.
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We are doing everything we can. We have been working hand-
in-hand with Social Security to look at all of their processes, and
all of our processes, to try to streamline and cut out steps along
the way. We have been successful in doing that, and we will con-
tinue to do that.

We have done the same thing between plans and pharmacies,
and we have cut down a lot of that time and we have cut down
a lot of the margin of error that can happen in those processes.
This is a new program. We are learning and we will continue to
learn, streamline and improve.

Senator CRAIG. Thank you.

Thank you, Mr. Chairman.

The CHAIRMAN. Senator Whitehouse.

Senator WHITEHOUSE. Thank you, Mr. Chairman.

I have just come off a very energetic campaign season that lasted
about 2 years. I am from Rhode Island. As you may know, Rhode
Island has the third-highest population of seniors in the Country,
and the only two that are ahead of us are Arizona and Florida,
which are destination States for well-off seniors.

So I would submit that we have the highest population of people
who are likely to be needing the Part D services of any State in
the Country, and I have to tell you that our experience is very dif-
ferent than Senator Craig’s in Idaho.

I could not go into a senior center and mention Part D without
hearing hisses and boos spontaneously from the crowd. Over and
over again, I was approached by people telling me stories that were
heartbreaking. A fellow came to one of my community dinners and
his 93-year-old grandmother was going to lose her apartment—she
had been independent her entire life—because she had fallen into
the donut hole and could not afford her medication and her apart-
ment any longer.

Every week we had another heartbreaking story come through
the door. I know that there are people for whom life is better as
a result of Part D. But, at least in Rhode Island, where many sen-
iors gather together at senior centers, live in senior high rises,
there is a lot of concern and sense for those whom the system has
failed, who couldn’t fight their way through the extraordinary con-
fusion and profusion of options and gave up, who fell into the donut
hole.

The seniors talk to each other about that, and we have a very,
very contrary experience in Rhode Island. I think “Part D stands
for disaster” was a phrase we heard all the time, and “Part D, they
gave it the right grade,” is a phrase that I heard all the time. So
I come at this from a different perspective than, I guess, Idaho
projects.

There are a number of issues that concern me about this, but I
think I really want to hear from you on two.

One is, in terms of outreach, to help seniors who may or may not
have their full faculties with them, fight their way through the
complexity, fight their way through the forms, fight their way
through the asset tests, fight their way though the multiple bur-
densome, confusing, often conflicting mail they are getting from the
Government and the different programs.
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What is the best way you think that we can streamline this so
people can make a simple up-down decision, or at least maybe two
or three simple up-down decisions to escalate this? That is question
one.

Question two is that, in Rhode Island and I think in many other
States, we had a pharmaceutical assistance program for the elderly
that was State-supported. It is called RIPAE in Rhode Island, R—
I-P-A-E. What happened was that, as soon as Part D went into
effect, the Administration proposed cutting that benefit in half, be-
cause they were being told by the folks involved that the benefit
was going to be far less utilized. The reason it was going to be far
less utilized was that it was an add-on benefit.

When you have got 17 different programs and 17 different
formularies and, at the time, the companies were free to change
the formulary midstream and dump people off medications that
they had taken the program just to get access to, when you had
that fluid an environment in Part D, there was nothing secure
enough for RIPAE to attach itself to fill the gap. Consequently, the
proposed reduction.

Are you seeing that in other places, where the State additional
benefit is being reduced, or its application has been made a lot
more difficult, as a result of all the complexity of Part D? Is there
a way to recapture the funds from the States and coordinate them
better with the Part D benefit?

So, simplicity and better coordination with existing State pro-
grams would be the two questions I would have for you.

Mr. Kocort. Would you like me to start?

I think, Senator, it is important to note that there are two parts
to your question, and one is application for the benefit, or enroll-
ment in the benefit, and then application for the low-income sub-
sidy. We will probably want to answer them separately, because I
think you are asking two separate questions.

With regard to enrollment in the benefit, which I will take first,
we have relied on the outreach, the one-on-one partnership and the
help of many in the community to assist people through the appli-
cation process, understanding their plans and so forth. As a matter
of fact, one of our most active partners, and one of the most suc-
cessful partners, has been one of your constituents, CVS.

They were, early on, an active participant with us in educating
seniors and reaching out to them, holding events at senior centers.
They actually developed a tool to help beneficiaries understand
their choices and define what choice is best for them. They also
were with us early in 2005 as one of the primary organizations that
sponsored low-income subsidy application fairs and reaching out to
all of their applicants, and all of their customers, even prior to the
drug benefit even taking place.

So we have a lot of partners in the community who are working
with us, many very successfully, touching people like no other peo-
ple can, for example, like pharmacists do. People rely and trust
their pharmacists, and we have been utilizing that asset.

You asked a question about better utilizing and better coordi-
nating with State programs, and I want to answer that, but I want-
ed to correct one thing you said. You said that people were switch-
ing formularies midstream. I can tell you that we have a policy and
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no plan can switch a formulary that will have a negative impact
on a beneficiary.

So any plan that is switching formularies midstream and a bene-
ficiary is hurt by that, they have to grandfather those people if
they are in that plan and relied on that plan’s information for that
formulary, so we want to hear about it. I don’t think that any exist,
but I would like to hear about them, if they do.

Senator WHITEHOUSE. OK, I will follow up.

Mr. Kocor. In terms of better coordination with the States, cer-
tainly, we can always coordinate better with the States. I haven’t
heard, and I don’t know the specifics about Rhode Island, but I
haven’t heard of any benefit coming less from a State.

Indeed, the whole point of the program was to allow the States
to add on to the benefit that Part D offers so that they could en-
hance their seniors’ benefits with qualified SPAPs and other pro-
grams.

So, again, I don’t know the specifics of Rhode Island. I would like
to hear more about that, because they should be able to augment
what seniors are getting in Rhode Island, not take away from it.

Senator WHITEHOUSE. Although you can understand how it
might be hard for a State program to provide a supplement to, in
our case, 17 different formularies or even more formularies in other
States, and to those that change on an annual basis.

Mr. Kocot. Well, actually, Senator, we have a process for States
to work within so that they can utilize the most and get the most
out of the benefit, and we would be happy to work with the folks
in Rhode Island to get them to the same place where I believe it
is 22 other States are with qualified SPAPs.

Senator WHITEHOUSE. We would love that, because obviously we
have got a significant population and a very unhappy one.

Ms. DisMAN. Senator, let me address the question about the
“extra help” application and how we can work together to simplify.
But, before I do, let me comment that certainly Social Security has
worked very closely with Rhode Island. Rhode Island itself has
mandatory filing for the “extra help” application, because of their
pharmaceutical assistance program.

So, as a result, our colleagues on the ground in Rhode Island
have been really instrumental in being in the community, and cer-
tainly in being at CVS and we have actually participated in much
of this on-the-ground pharmaceutical and outreach kind of effort.

Senator WHITEHOUSE. Yes, there clearly has been an enormous
effort to try to overcome the hurdles.

Ms. DisMAN. I think when you look at a program that is very
complex and that really has income and resource requirements that
are tied to the SSI program, that of its very nature becomes a pro-
gram that is more difficult for a beneficiary to understand, as well
as for administration. No matter how we have tried to simplify the
program, certainly there are some difficult concepts in a means-
tested program.

I would say to you that there are many proposals that are on the
table. We certainly have not had an opportunity to look at it or to
look at the cost of the proposals. But, certainly, we would be willing
to work with CMS, as well as with the Committee, to take a look
at what a number of approaches could be.
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Senator WHITEHOUSE. Thank you.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Whitehouse, and we thank
you very much. You have been very informative and helpful, and
we look forward to working with you.

Senator WHITEHOUSE. Thank you.

The CHAIRMAN. We call now our second panel.

Our first witness on this panel will be Howard Bedlin, who is
vice president for public policy and advocacy for the National Coun-
cil on the Aging. National Council on the Aging chairs the Access
to Benefits Coalition, which is comprised of National and commu-
nity-based organizations who are dedicated to ensuring that low-in-
come Medicare beneficiaries have access to needed prescription
drugs at the most affordable cost.

The Access to Benefits Coalition has developed a report on low-
income beneficiaries and the obstacles they are facing in Medicare
Part D. That report is being released today, and Mr. Bedlin is here
to discuss it with us.

The second witness will be Ellen Leitzer. Ms. Leitzer is the exec-
utive director of the Health Assistance Partnership. HAP is an ad-
vocate for the Nation’s State health insurance assistance program
and the beneficiaries that they serve. Ms. Leitzer is here to discuss
the challenges HAP has seen in assisting Medicare beneficiaries to
negotiate Medicare’s Part D low-income subsidy benefit. She will
also have recommendations on how we can make the benefit run
more smoothly, so we welcome you both here today.

We will begin with you, Mr. Bedlin.

STATEMENT OF HOWARD BEDLIN, VICE PRESIDENT FOR PUB-
LIC POLICY AND ADVOCACY, ACCESS TO BENEFITS COALI-
TION, WASHINGTON, DC

Mr. BEDLIN. Good morning. I appreciate the opportunity to be
here before you. I am Howard Bedlin, vice president for public pol-
icy and advocacy with the National Council on Aging, the nation’s
first organization formed to represent America’s seniors and those
who serve them.

NCOA also chairs the Access to Benefits Coalition, comprised of
104 National members and hundreds of community-based non-
profits and up to 55 coalitions in 34 States. We appreciate the op-
portunity to testify before you today on improving the Medicare
prescription drug low-income subsidy, or LIS.

Many aspects of the Part D program implementation have been
quite successful, due to the hard work of CMS and SSA and the
Administration on Aging and their private-sector and nonprofit
partners. However, there is still much work to be done on behalf
of those in greatest need of help.

The LIS makes it possible for those who qualify to receive the
most generous prescription drug coverage, with no donut hole, no
deductible and low or no premiums and copayments. However, an
estimated 75 percent of the Medicare beneficiaries still without any
prescription drug coverage are eligible for the LIS. We estimate
that between 35 and 42 percent of those who needed to initially file
an LIS application successfully did so, and also that 3.4 to 4.4 mil-
lion beneficiaries eligible for the LIS are still not receiving it.
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As you mentioned, an immediate concern is the approximately
400,000 beneficiaries who lost their automatic LIS eligibility and
still need to apply. Because this problem will reoccur every year,
it is important to minimize potential harm for this population.

As Congress considers improvements in the Medicare Moderniza-
tion Act and drug program this year, priority should be given to
helping those vulnerable beneficiaries in greatest need. We would
appreciate this Committee’s support and recognition that it will re-
quire a robust and sustained effort to assist those remaining low-
income beneficiaries.

The promise of MMA will not be fully realized until we invest in
cost-effective strategies to find and enroll all of those people who
are eligible for, and not receiving, the extra help available.

We have tested and analyzed various approaches for increasing
enrollment in the LIS and other needs-based benefits, and four
cost-effective strategies have emerged.

First, use comprehensive, person-centered approaches, rather
than focusing on a single benefit.

Second, invest in the aging network and trusted community-
based organizations that can create broad-based coalitions.

Third, promote the use of online tools that can screen for mul-
tiple benefits and directly file applications.

Fourth, encourage States to use cross-matched lists people al-
ready enrolled in other public benefits to identify eligible individ-
uals.

We are pleased to issue a new report today titled, “The Next
Steps: Strategies to Improve the Medicare Part D Low-Income Sub-
sidy.” Copies of the report have been provided to the Committee
and can be found on our Web site. We request that the full report
be included in the hearing record.

I want to highlight briefly eight specific, largely non-controver-
sial, in my view, relatively inexpensive legislative recommendations
from the report that we urge Congress to consider and take action
on this year to help our Nation’s most vulnerable low-income sen-
iors in greatest need.

I want to thank you, Mr. Chairman and Senator Smith, for the
interest and support that you expressed in your opening state-
ments on several of these recommendations. We really look forward
to working with you on them.

First, we believe we should eliminate the low-income subsidy
asset eligibility test. It is the single most significant barrier to the
LIS, as it penalizes retirees who did the right thing, by saving to
create a modest nest egg to provide security in their old age. This
is also a cost-effective way to fill the donut hole for many of those
in greatest need.

Second, Congress should appropriate funds to support the most
efficient and effective ways to find and enroll LIS eligibles. First-
year funding of $4 million, we believe, is needed to begin the work
of a new National Center on Senior Benefits Outreach and Enroll-
ment that was recently reauthorized under the Older Americans
Act. The center would apply lessons learned and use cost-effective
strategies, create and support State and local benefits enrollment
centers, maintain and update Web-based decision support tools, de-
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velop an information clearinghouse on best practices and provide
training and technical assistance.

Third, permit beneficiaries to apply for LIS at any time, without
penalty. More time is needed to find and enroll those still eligible
for the extra help. Under Medicare Part B, low-income beneficiaries
can enroll any time and are exempt from premium penalties. Medi-
care Part D rules should be consistent with Part B rules.

Fourth, improve the LIS application form by eliminating ques-
tions on the cash surrender value of life insurance and in-kind sup-
port and maintenance, which Senator Smith mentioned.

Fifth, index all LIS cost sharing by the Consumer Price Index,
not prescription drug costs, so the contributions will not be increas-
ingly unaffordable for those least able to pay.

Sixth, permit SSA to access IRS tax filing data to better target
outreach efforts while recognizing privacy concerns. I am sorry
Senator Craig is no longer here, because there are some good prece-
dents for this in the Medicare law now.

Seventh, do not count the value of the LIS when determining
benefit levels for other needs-based programs.

Finally, do not count savings in 401(k) plans when determining
LIS asset eligibility.

In conclusion, now that the first year of the Medicare Part D pre-
scription drug program has ended, we can look back and see what
worked and where improvements are needed for low-income bene-
ficiaries. We are grateful for the hard work of CMS and SSA in im-
plementing Part D and their continued dedication to the low-in-
come subsidy.

But to fulfill the promise of the prescription drug benefit for
those in greatest need, the public and private sectors should invest
in evidence-based, cost-effective outreach and enrollment efforts
and Congress should enact legislation this year that includes the
recommended changes to the program that we have outlined.

Thank you. I am happy to provide more detail on these rec-
ommendations or answer any questions.

[The prepared statement of Mr. Bedlin follows:]
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I am Howard Bedlin, Vice-President for Public Policy & Advocacy at the
National Council on Aging (NCOA) ~ the nation’s first organization formed to represent
America’s seniors and those who serve them. Founded in 1950, NCOA’s mission is to
improve the lives of older Americans. Our programs help the nation’s seniors improve
their health, find jobs and job training, discover meaningful opportunities to contribute to
society, enhance their capacity to live at home, and access public and private benefit
programs. Our members include senior centers, area agencies on aging, faith-based
service agencies, senior housing facilities, employment services, and consumer
organizations. NCOA also includes a network of more than 15,000 organizations and
leaders from service organizations, academia, business and labor who support our
mission and work. On behalf of NCOA and those we represent, I appreciate the
opportunity to testify before this Committee today on the Medicare Part D Low-Income
Subsidy program (LIS).

NCOA chairs the Access to Benefits Coalition (ABC),! comprised of national and
community-based organizations dedicated to ensuring that Medicare beneficiaries with
limited means know about and make the best use of resources available to access their
needed prescription drugs and reduce their prescription drug costs. There are 104 national
ABC members, including aging and healthcare organizations such as AARP, the National
Alliance for Hispanic Health, and the Catholic Health Association of the U.S; national
charities such as Easter Seals; and groups representing patients and caregivers such as the
Alzheimer’s Association and the National Alliance for the Mentally T, In addition,
faith-based and multicultural groups such as the National Council of Churches USA and
the National Asian Pacific Center on Aging are commiitted to finding and enrolling low-
income beneficiaries in the LIS. Established in 2004, the Access to Benefits Coalition has
involved hundreds of community-based nonprofits through 55 local coalitions in 34 states
and the District of Columbia, in educating and enrolling tens of thousands of

beneficiaries in the Part D LIS and other prescription savings programs.

! www.accesstobenefits.org
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ABC and its network of local organizations use powerful web-based tools such as
NCOA’s BenefitsCheckUp decision support tool? and the Medicare Plan Finder’ to help
beneficiaries—as well as family caregivers and organizations who wish to assist them—
to understand, apply for, and enroll in public and private prescription savings programs.
BenefitsCheckUp also helps determine if individuals qualify for the Medicare Part D
Low-Income Subsidy or other prescription savings programs with application forms

available on the site, or enabling users to apply on-line for some of the benefits.

As the Committee is aware, NCOA supported the Medicare Modernization Act in
2003. The primary reason for our support was the generous extra help provided to low-
income beneficiaries in greatest need, including coverage through the “doughnut hole®.
We believe several major aspects of Part D program implementation to date have been
quite successful — with approximately 90% of Medicare recipients now having coverage,
providing choice to consumers, and containing plan costs. However, there is still much
work to be done on behalf of LIS eligibles. HHS has estimated that at least 75 percent of
the Medicare beneficiaries still without any prescription drug coverage are eligible for the

Low-Income Subsidy.’

Much of NCOA’s focus in promoting successful program implementation
has been on the need to improve access to the benefit for low-income
beneficiaries. NCOA estimates that between 3.4 and 4.4 million Medicare
beneficiaries eligible for the LIS are still not receiving it. We also estimate
that between 35 and 42 percent of Medicare beneficiaries who needed to
voluntarily file an application with SSA in 2005 and 2006 to receive LIS have
successfully done so (2.2 million out of 5.2 or 6.2 million). By historical
standards, this take-up rate is in line with other means-tested federal benefit
programs [See Table below]. On the other hand, it also means that 58 to 65
percent of all Medicare beneficiaries who were eligible for LIS and who had

to apply to get LIS are not now receiving the benefit.

? www.benefitscheckup org
? www Medicare gov

* Statement of Michael Leavitt, Secretary of U.S. Department of Health & Human Services, May 2006.
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It is important that Congress not rely on the historically low enroliment rates for
other needs-based benefits programs when judging the success of the Medicare Part D
program. Congress should raise expectations for both the Part D Low-Income Subsidy
and all other needs-based benefits programs to ensure that low-income seniors and people
with disabilities receive all the benefits for which they are eligible. Participation in
available benefits programs will improve the overall health and quality of life for those in

greatest need, allowing them to remain healthy and independent for as long as possible.

Participation Rates in LIS and Other Needs-Based Benefits Programs

100%
80% 1
68%
60% | 53%
o 42%
40% — 33% 30%
35%
20% A 13%
0% T y . - v
Earned Income §8I{elderly) Part D LIS Qame™ Food Stamps sLmp
Tax Credit {non-deemed, {eiderly)
{elderly) non-dual)*

* A range of 35 to 42% is included for the Part D LIS because there are different estimates provided by
CMS (13.2 million) and CBO (14.2 million) on the total number of Medicare beneficiaries eligible for LIS
and, therefore, there are different estimates of the number of non-deemed, non-duals eligible for LIS.

** The Qualified Medicare Beneficiary program is a Medicare Savings Program (MSP) that provides
premium and cost sharing assistance for beneficiaries with incomes below 100 percent of the FPL.

*** The Specified Low-Income Medicare program is a MSP that provides premium assistance for
beneficiaries with incomes between 100-120% of the FPL.

Another issue of concern involves individuals who have lost their automatic
eligibility for LIS. In September 2006, CMS announced that there were approximately
632,000 people who had been automatically receiving the LIS in 2006, but who were at
risk of losing their deemed LIS status in 2007. These are people who lost their Medicaid,
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MSP, or SSI coverage at some point during the year. In order to continue to be eligible
for LIS in 2007, these people would need to voluntarily file an LIS application or regain
their eligibility for the Medicaid, MSP or SSI programs. According to the most recent
figures available, we understand that roughly one-third of the 632,000 either regained
their deemed status or successfully applied for LIS. Therefore, we estimate that
approximately 400,000 beneficiaries lost their LIS benefit and still need to apply for LIS
this year.

Many of these 400,000 beneficiaries will be spending far more out-of-pocket for
their prescription drugs than they did last year. For example, many may be paying a
deductible for their drugs for the first time. Anecdotal reports indicate that many plans
have granted a 60-day transition period, so a large number of these beneficiaries will not
likely find out that they have lost their LIS benefit until March. We urge plans, CMS,
and advocates to devote specific, additional resources to working together to contact this
vulnerable and help them apply for LIS. Because this problem will reoccur every year, it
is especially important to minimize potential harm to this vulnerable population.

NCOA has developed programmatic and legislative recommendations for
reaching and enrolling vulnerable, low-income beneficiaries and we would appreciate the
Committee’s support and recognition that it will require a robust and sustained effort to
find the remaining beneficiaries and help them sign up for the LIS. The promise and
potential of the Medicare Modernization Act will not be fully realized until we invest in
cost effective strategies to find and enroll all of the people who are eligible for and not

receiving the Extra Help available to them.

Cost Effective Strategies for Enrolling Beneficiaries in Needs-Based Benefits

Over the past three years, the NCOA, the Access to Benefits Coalition and the
Benefits Data Trust (BDT)® have been testing a variety of strategies for increasing
enroilment in the LIS and other key public benefits. Various pilot projects have been

funded primarily by The Commonwealth Fund, The Atlantic Philanthropies, the Center

Benefits Data Trust (BDT) is a charitable organization established in 2005 by NCOA and the

Foundation to Benefit Our Seniors specifically to use sophisticated list strategies and specialty call
center response to increase enroliments in public benefits.
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for Medicare & Medicaid Services (CMS), and Kaiser Permanente. Key findings and
supporting documentation are attached to this testimony in an Appendix.
Over the past year, four evidence-based strategies have emerged that are particularly

cost-effective for finding and enrolling Medicare beneficiaries in the LIS:

1. Use comprehensive, person-centered approaches to outreach and enrollment

(rather than focused solely on a single benefit).

People who are eligible for one means-tested public benefit are highly likely to
also be eligible for, but not receiving other key public benefits. Many people who are
applying for LIS are also eligible for other public benefits and vice versa. For
example, 71 percent of those found who screened eligible for the LIS through online
technology also screened eligible for and are not now receiving MSP benefits [See
Appendix - Figure 1].

A major benchmarking study by The Bridgespan Group and NCOA examining
more than 30 different single-benefit outreach and enroliment projects shows that,
consistently, about 55% of the total costs per enrollment are related to identifying
qualified individuals and persuading them to apply and 45% of the costs relate to
actual assistance with applications [See Appendix - Figure 2]. Because most federal
agencies are limited by statute and/or practice from conducting outreach for more
than a few benefits (e.g., USDA conducts Food Stamps outreach; SSA conducts LIS
and SSI outreach; CMS conducts MSP outreach), the government is incurring the

same costs of identification and persuasion over and over again.

2. Invest in the aging network and trusted, non-profit community-based
organizations that can create broad-based networks to efficiently connect
people who are like eligible for LIS to enrollment specialists who will help
them apply for the benefit.

The “aging network” and other community-based non-profit organizations
are well-suited to find and enroll low-income Medicare beneficiaries but need the
resources be able to find the remaining population who is harder-to-reach and in need
of application assistance. The per-enrollment costs of community-based efforts range

between $30 and $280 depending on the approaches, how they are implemented and
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the populations targeted {See Appendix — Figure 3]. A particularly cost-effective
approach seems to be to create referral networks in which key organizations (such as
drug stores, health plans, health centers, social service agencies, etc.) efficiently refer
people seeking assistance and likely eligible for LIS to specialty enrollment centers.
Ideally, there will be “warm transfers” (i.e., the “real-time” transfer of a person who
has been identified as needing assistance with paying for medications) to the

enrollment centers [See Appendix — Figure 4].

3. Promote the widespread use of person-centered, online screening and
enrollment services (such as the BenefitsCheckUp) that enable consumers
and organizations to screen for multiple benefits and directly file LIS
applications; and,

The BenefitsCheckUp, which is supported by foundations and corporations,
served 232,000 clients in 2006 and its consumer edition (serving people and/or their
caregivers directly accessing the site) is currently producing enrollments in major
public benefits at a cost of $15 per benefit. If the online service was sponsored and/or
promoted by government, it could reach and serve many more people and would

likely achieve enrollments for $7 - $10 per major benefit [See Appendix — Figure 5].

4. Encourage states to work across departments and use cross-matched state
lists of people already enrolled in other public benefits to identify individuals
eligible for and not receiving LIS.

Cross-matching state lists of people enrolled in other public benefits has resulted
in particularly higher percentages of people who apply for and, ultimately receive,
other benefits. The experiences of the State of Pennsylvania Department on Aging

are particularly compelling and should be replicated in other states.

Recommended Changes to the Medicare Part D Low-Income Subsidy Program

The following recommendations are highlights from a report titled The Next
Steps. Strategies to Improve the Medicare Part D Low-Income Subsidy issued today by
the Access to Benefits Coalition and NCOA. Copies of the report have been provided to
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Committee members. The report is being distributed this morning at the hearing and can

also be found on our website at: www.ncoa.org and www.accesstobenefits.orp. We

request that the full report be included in the hearing record.

Recommended Legislative Changes

* Eliminate the asset test because it is the single-most significant barrier to the
Part D LIS for low-income seniors and people with disabilities. Of the LIS
applications filed with SSA, 41 percent are denied because the person is over the asset
limits.® According to the Congressional Budget Office, an estimated 1.8 million Medicare
beneficiaries with incomes below 150 percent of the Federal Poverty Level (FPL) will
not qualify for the additional assistance because their assets exceed the amount currently
allowable.”

People who manage to save a modest sum for retirement and still have very
limited incomes should be encouraged and rewarded, not denied the extra help that they
need. Half of the people who fail the asset test have excess assets of $35,000 or less.®
These people tend to be older, female, widowed, and living alone. Often when the
husband dies, the wife’s income is significantly reduced, but she still has the modest
assets that were accumulated during the marriage.9

In addition, the asset test is inherently discriminatory against people who rent
their homes, instead of own them. People who own their home—regardless of its value—
but have limited incomes can qualify for the Low-Income Subsidy. However, people who
rent their home and have $20,000 in the bank to pay future rent or other expenses are
disqualified from the program regardless of their low income.

Eliminating or increasing the asset limit amount for the Low-Income Subsidy

would make the benefit available to significantly more low-income people who

“Statement of Cheri Arnott, Associate Commissioner for External Affairs, Social Security Administration
at the 2007 Families USA Conference on January 25, 2007,

7 hitp:/fwww.cbo.gov/fipdocs/48xx/doca814/11-20-MedicarcLetter2.pdf (Accessed July 6, 2006)

® Rice, Thomas and Desmond, Katherine. “Low-Income Subsidies for the Medicare Prescription Drug
Benefit: The Impact of the Asset Test.” The Henry J. Kaiser Family Foundation, April 2005.

? See Rice article at footnote 39.
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desperately need additional assistance with paying for their prescription drugs. This is

also a cost effective way to fill the “doughnut hole” for many of those in greatest need.

»  Enact legislation to make the LIS Special Enrollment Period (SEP) and
waiver of the Late-Enrollment Penalty (LEP) permanent. We applaud CMS for
creating SEPs to permit beneficiaries to apply for the LIS and enroll in a plan without
experiencing a premium penalty after the May 15, 2006, deadline until the end of 2007.
However, we urge Congress to enact legislation that would make both the LIS SEP and
waiver of the LEP permanent.

Under Medicare Part B,'® low-income beneficiaries eligible for Medicare Savings
Programs'' can enroll any time and are exempt from premium penalties. This is not the
case under Medicare Part D. Treatment of the most vulnerable seniors and people with
disabilities should not vary so significantly within Medicare programs. The Part D rules
should be made to be consistent with the Part B rules.

Finding and enrolling the LIS population will take time, as evidenced by take up
rates in other needs-based benefits. Low-income beneficiaries are least able to afford
premium penalties, and if they are subject to financial punishment, they will never apply
for the prescription drug assistance they need. To meet this continuing challenge, we
need to reduce barriers, not impose them. Without both a permanent enrollment period
and elimination of the Late-Enrollment Penalty, efforts by government agencies, national
organizations, and local nonprofit groups to find and enroll LIS-eligible individuals will
be thwarted. Failure to permanently extend the SEP and waive the LEP would effectively
ensure that there will be no more progress made in helping low-income seniors and

people with disabilities—a result that is wholly unacceptable.

" Medicare Part B is medical insurance that pays for doctor’s services and other costs that are not paid
under Medicare Part A (hospital insurance).

' Medicare Savings Programs (MSPs), include Qualified Medicare Beneficiary, Specified Low-Income
Medicare Beneficiary, and Qualified Individual programs, Each MSP program has specific income
eligibility limits and to be eligible, a person’s resources cannot be more than twice the SSI resource limit.
Individuals eligible for any of these programs are deemed eligible for the full LIS. MSPs are administered
by state Medicaid agencies and pay for the Medicare Part B premium; the QMB program covers Medicare
cost-sharing, as well,
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= Appropriate funds te support organizations that use a person-centered
approach to outreach, which has been shown to be one of the most efficient and
effective ways to find and enroll LIS eligibles. Finding and enrolling seniors and
people with disabilities with limited resources in needs-based benefits programs has been
a significant challenge for many years. We know that reaching everyone in this special
population will take a great deal of time and energy. We strongly recommend that
additional financial resources be made available to support national organizations and
local community-based organizations, so they may continue the important grassroots,
one-on-one work they have been doing during the initial enrollment period.

The Access to Benefits Coalition report Pathways to Success: Meeting the
Challenges of Enrolling Medicare Beneficiaries with Limited Incomes (2006) states that
the most effective projects involved in the study used a one-on-one “person-centered”
approach.'? The study found that the average cost is approximately $100 per enrollment,
although it may be somewhat higher as the remaining LIS beneficiaries are the most
difficult to find. We strongly encourage SSA and CMS to fund programs that have a
person-centered approach to finding and enrolling LIS eligible seniors and people with
disabilities.

The Older Americans Act (OAA), which was reauthorized last October, created a
new National Center on Senior Benefits Outreach and Enrollment. In §202 of the OAA,
the Assistant Secretary of HHS is authorized to establish a National Center that will:

* Maintain and update Web-based decision support and enrollment tools and
integrated, person-centered systems designed to inform older individuals about
the full range of benefits for which the individuals may be eligible under federal
and state programs;

* Utilize cost-effective strategies to find older individuals with greatest economic
need and enroll the individuals in the programs;

* Create and support efforts for Aging and Disability Resource Centers and other

public and private state and community-based organizations, including faith-

"2 *The most effective projects in this study used a one-to-one ‘person centered’ approach—one that

provides personalized assistance from a trusted source, and takes a ‘holistic’ approach to the individual
being enrolled.” The Bridgespan Group, 2005.
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based organizations and coalitions, to serve as benefits enrollment centers for the
programs;

*  Develop and maintain an information clearinghouse on best practices and cost-
effective methods for finding and enrolling older individuals with greatest
economic need in the programs for which the individuals are eligible;

* Provide, in collaboration with related federal agency partners administering the
federal programs, training and technical assistance on effective outreach,
screening, enrollment, and follow-up strategies; and

»  Play a critical role in finding and enrolling the remaining seniors and people with

disabilities who are eligible for, but not yet enrolled in, the Low-Income Subsidy.

Now that the National Center has been authorized, we urge Congress to appropriate
$4 million in initial funding so that its work can begin and low-income seniors and
people with disabilities across the country can be enrolled in the LIS and other needs-

based benefits programs.

= Do not require information about the cash surrender value of life insurance
policies when determining LIS eligibility. We have received a great deal of support
from local ABCs for removal of the cash surrender value question from the LIS
application. Beneficiaries often do not have this information and paperwork readily
available, and they do not know how to get the information. Seniors and people with
disabilities often plan for their families to use their life insurance benefit to pay for their
final expenses—and thus they often are not willing to cash in their life insurance now and

place an additional burden on their family members upon their death.

* Do not take the value of in-kind support and maintenance (ISM) into
consideration when determining eligibility for the LIS. ISM can include the market
value of food, rent, mortgage payments, real property taxes, heating fuel, gas, electricity,
water, sewerage, and garbage collection fees given to the recipient by a third party. Our
ABCs report that it is difficult for applicants to estimate the amount of in-kind support as

it generally changes from month to month. The unrealistic level of detail involved in



55

calculating the value of in-kind support and maintenance is likely resulting in potentiaily

eligible beneficiaries not filing LIS applications.

* Do not count funds in retirement savings plans such as 401(k) accounts as
assets, but do count distributions from such plans as income. For the majority of
people who are not covered by traditional defined benefit pension plans, the resources in
their 401(k) and other retirement savings accounts represent their only retirement savings.
Periodic distributions during retirement from 401(k) accounts often constitute the only
income people have to supplement their Social Security benefits.

However, Social Security does not consider a person’s pension (defined benefit
plan) to be an asset when determining LIS eligibility. Pensions are only counted to the
extent that a person is actually drawing money from them. Forcing people to cash in their
401(k) plans to become eligible for LIS is a disincentive for people to save for retirement.
As with traditional pension plans, distributions from 401(k) plans should be treated as
income, but the funds in the account should not be treated as assets. Treating the two
retirement vehicles differently is inconsistent and unfair to people whose primary planned

retirement source is a 401(k).

= Index the co-payments and deductibles for people between 100 and 150
percent of the Federal Poverty Level to the Consumer Price Index (CPI—all items,
U.S. city average), as it is more reflective of cost increases and, therefore, more
closely mirrors beneficiaries’ ability to pay. LIS-eligible people with incomes below
100 percent of the FPL will have their prescription drug cost sharing increased in 2007
according to the CPI (all items, U.S. city average).”* Social Security implemented a cost-
of-living adjustment of 3.3 percent in 2006 that corresponded to the CPI increase in that

same year.

"3 See §1860D-14(a)(4)(A)(i) of the Social Security Act. “The dollar amounts applied under paragraph
(IUDXii)—(i) for 2007 shall be the dollar amounts specified in such paragraph increased by the annual
percentage increase in the Consumer Price Index (all items; U.S. city average) as of September of such
previous year.,” http://www.ssa.pov/OP Home/ssact/title18/1860D 14 htm (Accessed January 16, 2007)
'* $SA Cost of Living is generally equivalent to the Consumer Price Index for Urban Wages Earners and
Clerical Workers (CPI-W). hitp://www.ssa.gov/QACT/COLA/colaseries.html (Accessed June 6, 2006)
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However, for LIS-eligible beneficiaries with incomes between 100 and 150
percent of poverty, their cost sharing is increased according to the percentage increase in
average per capita aggregate expenditures for covered Part D drugs, without regard to the
amount of Social Security benefit increases.”> For example, Part D co-payments for this
group increased in 2007 at a rate of more than twice the CPL, from $2.00 to $2.15 for
generics and from $5.00 to $5.35 for brand name drugs.'® Therefore, the value of the
benefit for people between 100 and 150 percent of the FPL diminishes significantly over
time.

The co-payments and deductibles for people with incomes between 100 and 150
percent of FPL should be indexed to the CPI in the same way it is for people with
incomes below 100 percent of FPL, to ensure that people can continue to afford their

prescription drugs.

* Require the Internal Revenue Service (IRS) to assist SSA with tax-filing data,
providing SSA with the names of Medicare beneficiaries who are likely eligible for
the LIS to better target outreach efforts, while recognizing privacy concerns.
Currently, SSA does not have access to crucial IRS data that would allow it to better
target its outreach for the Part D LIS. IRS data are used only for the purpose of verifying
income and asset levels after an LIS application has been filed. The Administration
should encourage the sharing of information more effectively among federal agencies for
the purpose of reaching out to more potential LIS beneficiaries.

The Department of Health and Human Services Office of the Inspector General
issued a memo to CMS on November 17, 2006, expressing concern that CMS and SSA
need more effective ways to identify potential LIS-eligible people.!” The memo points

out that data sharing among CMS, SSA, and the IRS already occurs under the Medicare

'* See §1860D-2(b)(6) of the Social Security Act. “The annual percentage increase specified in this
paragraph for a year is equal to the annual percentage increase in average per capita aggregate expenditures
for covered Part D drugs in the United States for Part D eligible individuals, as determined by the Secretary
for the 12-month period ending in July of the previous year using such methods as the Secretary shall
sgecify." htip://www.ssa.gov/OP_Home/ssact/title18/1860D02.hum (Accessed January 16, 2007)
'® CMS Letter (Center for Medicaid and State Operations, Disabled and Elderly Programs Group) to State
Medicaid Directors, December 18, 2006. http://www.cms hhs.gov/smdl/downloads/SMD121806.pdf
(Accessed January 16, 2007)

Department of Health and Human Services, Office of the Inspector General, November 17, 2006,
http://www oig.hhs. gov/oel/reports/oei-03-06-00120.pdf (Accessed November 28, 2006)
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Secondary Payer Program pursuant to §1862(b)(5) of the Social Security Act, enacted by
the Omnibus Budget Reconciliation Act of 1989." 1n 2007, SSA will use information on
gross income from prior tax filings to implement an income-related system for Part B
premiums for individuals earning more than $80,000. Congress should enact legislation
that would allow CMS and SSA to access critical income and resource data contained in
IRS files, thereby allowing them to more accurately identify potential LIS eligibles. This
information would allow these agencies to target their outreach efforts and would result
in increased enrollment in the LIS program. It is important that this sharing of data be

done in a way that safeguards the privacy of the individual beneficiaries.

*  Mandate that prescription drug LIS assistance should not be counted when
determining eligibility for other needs-based programs. The Part D LIS provides
significant financial assistance to low-income Americans in paying for needed
prescription drugs. The effect of the Part D LIS is compromised, however, when
reductions are made in other needs-based assistance due to receipt of the LIS benefit.
Forcing seniors and people with disabilities to choose between the immediate need that
they have for their Section 8 housing and food stamp benefits and what they may
perceive to be a more long-term need of their prescription drugs undermines the basic
tenets of the LIS benefit. Congress should pass legislation to ensure that beneficiaries do
not lose other needs-based benefits, such as food stamps, Section 8 housing, and

Medicaid Medically Needy coverage on account of receiving LIS benefits.

Recommended Administrative & Regulatory Changes
* Make all outreach materials, instructions, applications, and subsequent
correspondence from SSA available in at least three additional languages: Russian,
Chinese, and Vietnamese. If the SSA budget allows, translate the LIS application
into other languages frequently requested at SSA.”” While we recognize that SSA has

'8 According to the OIG memo, the sharing of information among these agencies is known as the
“IRS/SSA/CMS Data Match.”

' Other commonly requested languages at SSA include, among others: Korean, Arabic, Armenian, Farsi,
and Haitian-Creole. hitp://www.ssa.gov/multilanguage/LEPPlan2 htm (Accessed July 6, 2006)
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undertaken tremendous efforts to reach out to non-English speaking populations by
making instructions and outreach materials in different languages, we are hopeful that
SSA can continue this effort by working to make the application available in at least three
additional languages—Chinese, Russian, and Vietnamese. SSA has made the application
and instructions available in Spanish, and we are hopeful that it will do this for the other
three most-requested languages at SSA for Retirement Claims.

We understand that SSA has gone to great efforts to develop their optical
scanning process to ensure an efficient application process. While we acknowledge that
during the initial enrollment period, this has expedited the application process and
reduced administrative costs, the need to make extra, specialized efforts to find and enroll
the remaining, particularly difficult-to-reach population supersedes these concerns.
Specifically, the benefit of making the LIS application available in the most frequently
requested languages (other than English and Spanish) outweighs the additional time it

may take to manually process these LIS applications.

= Have each SSA field office employ at least one dedicated worker specifically
assigned to process LIS applications, benefiting both the applicants and Social
Security by streamlining the application process and providing expert assistance.
Because of the complexity of the LIS program, each local SSA office should have a
worker who is dedicated solely to the processing of LIS applications and fielding
questions pertaining to the program. An individual needs specialized skills and
knowledge to efficiently assist people with LIS applications. A single point of contact
would be helpful to both SSA and potential LIS beneficiaries.

The SSA office would not have to spend considerable time and resources training
all employees on the LIS program if there was one designated LIS worker and one back-
up worker available to assist LIS applicants. This would allow for the designated SSA
representative to become an expert in LIS and provide clients with prompt and accurate
answers to their questions. A dedicated worker also would be useful to local community-

based organizations that try to contact SSA to assist their clients.
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* Amend the LIS application to allow applicants to designate a third party te
assist them through the LIS application process. A person so designated should be
able to obtain information from SSA regarding the LIS application, including status
reports, and the designee should have the authority to provide information to SSA
on behalf of the applicant. Since Medicare Part D began in January 2006, many
applicants have sought out assistance from family members, friends, or local community-
based organizations. Beneficiaries may prefer that this person continue to assist them by
speaking with SSA on their behalf and acting as a liaison for them. As such, the LIS
application should be amended to include a space for the applicant to designate a third
party to assist them through the application process. If an applicant designates a third
party, such as a community-based organization, family member, or friend, that party
should be able to interact fully with SSA on the applicant’s behalf. SSA could amend the
LIS application to include a sufficient consent for release of information, which would

allow SSA to interact with a third party on behalf of the LIS applicant.

*  Maintain a link from the online LIS application to a Web page that provides
seniors and people with disabilities—as well as their family members, friends, or
advocates—state-specific information on other public benefits for which they may
be eligible. People applying for LIS assistance are likely eligible for other needs-based
benefits programs. A 2006 report by the ABC found that finding and connecting with
people likely to be eligible for needs-based benefits were the most costly part of the
process, comprising on average 55% of the total project costs. Technology that also links
people to the LIS application after completing the application for other needs-based
programs, such as food stamps, is also an efficient way to enroll more eligible seniors.
The correlation rate between people who are eligible for LIS and other needs-based

programs is high.

Conclusion
Now that the first year of the Medicare Part D prescription drug program has
recently ended, we are in a unique position to look back and see what worked and what

areas can be improved to benefit low-income Medicare beneficiaries. Removal of the
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asset test is critical to increasing enrollment in the LIS, as people with very low incomes
are being denied desperately needed assistance with their prescription drugs. Other
barriers to enrollment should also be addressed, such as permitting LIS eligibles to apply
for LIS and choose a plan without penalty at any time. In addition, appropriating funds
for cost- effective strategies and a national network of enrollment centers as authorized
under §202 of the Older Americans Act will increase participation in the LIS program.
We are grateful for the hard work of CMS and SSA in implementing this new
program and their continued dedication to the low-income subsidy. We remain
concerned, however, that an estimated 75 percent of Medicare beneficiaries still without
any prescription drug coverage are eligible for the LIS and that 3.4 to 4.4 million
eligibles are not participating. To be successful, Congress and the Administration should
invest in evidence-based, cost effective outreach and enrollment efforts and make the
recommended changes to the program to ensure LIS eligibles have access to the program.
Continued partnerships between the government and the private and non-profit sectors

will ensure that we enroll everyone eligible for this critical assistance.
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APPENDIX:

Cost-Effective Strategies for Finding and Enrolling Low-Income Medicare
Beneficiaries in the Limited Income Subsidy (LIS) and Other Key Public Benefits

Over the past three years, NCOA, the Access to Benefits Coalition and the Benefits Data
Trust (BDT)* have been testing a variety of strategies for increasing enrollment in the
LIS and other key public benefits. Various pilot projects have been funded primarily by
The Commonwealth Fund, The Atlantic Philanthropies, the Center for Medicare &
Medicaid Services (CMS), and Kaiser Permanente.

Over the past year, four evidence-based strategies have emerged that are particularly
cost-effective for finding and enrolling Medicare beneficiaries in the LIS:

e Use comprehensive, person-centered approaches to outreach and enrollment
(rather than focused solely on a single benefit);

¢ Invest in the aging network and trusted, non-profit community-based
organizations that can create broad-based networks to efficiently connect people
who are like eligible for LIS to enroliment specialists who will help them apply
for the benefit.

e Promote the widespread use of person-centered, online screening and enrollment
services (such as the BenefitsCheckUp") that enable consumers and organizations
to screen for multiple benefits and directly file LIS applications; and,

» Encourage states to work across departments and use cross-matched state lists of
people already enrolled in other public benefits to identify individuals eligible for
and not receiving LIS.

The rationale and some of the supporting data for each of these approaches are presented
below. We conclude that these strategies are cost-effective and scalable. However,
greater investment in these four strategies is needed by both the government and the
private sector to achieve the higher LIS enroliment goals that we desire.

* Benefits Data Trust (BDT) is a charitable organization established in 2005 by NCOA and the
Foundation to Benefit Our Seniors specifically to use sophisticated list strategies and specialty call
center response to increase enrollments in public benefits.
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Strategy #1: Use comprehensive, person-centered approaches to outreach and
enrollment (rather than focused solely on a single benefit)

Rationale:

People who are eligible for one means-tested public benefit are highly likely to
also be eligible for, but not receiving other key public benefits. Many people who
are applying for LIS are also eligible for other public benefits and vice versa.
[Figure 1]

A major benchmarking study by The Bridgespan Group and NCOA examining
more than 30 different single-benefit outreach and enrollment projects shows that,
consistently, about 55% of the total costs per enroliment are related to identifying
qualified individuals and persuading them to apply and 45% of the costs relate to
actual assistance with applications. [Figure 2]

Most federal agencies are limited by statute and/or practice from conducting
outreach for more than a few benefits (e.g., USDA conducts Food Stamps
outreach; SSA conducts LIS and SSI outreach; CMS conducts Medicare Part D
outreach). As a result, the government is incurring the same costs of
identification and persuasion over and over again.

Much more could/should be done to increase the cost-effectiveness of
government-sponsored outreach and enrollment efforts by encouraging/requiring

screening for multiple benefits.

Figure 1.

A “person-centered” approach enhances results: Benefits are highly

correlated with one another

Percent of those screening eligible
for LIS who also screened eligible
for fisted benefit (Jan-March 2005)

elderiy/disableg  assistance
Source: BenefisChecklp

meals

Percent of those screening eligible
for listed benefit who also screened
eligible for LIS (Jan-March 2005)

30% 4

80.0% =
71%.
1 24%
[~ 23% 23%
o1 —— ——
60.04
20+
18% 18% 18% 18%
sevel 449,
0%
40.04 -
foeed 34%  34% 330,
o
30% 1o+
20.0 o
o
0.0 QMB  SLMB QI Tax credn [ $S1 Food
Medware | Food iPubhchousmgi LIHEAP for elderly/ | stamps
Savings 1 stamps ! assistance | disabled &
Programs i Ho:ne Medicare drug
Tax creditfor Weatherization  defivered discount card w. TA



63

Figure 2.
A “person-centered” approach enhances results because of the high costs of
identifying eligible people and persuading them to apply for benefits.
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Strategy #2: Invest in the aging network and trusted, non-profit community-based
organizations that can create broad-based networks that efficiently connect people
who are likely eligible for LIS to enrollment specialists who will help them apply for
the benefit.

Rationale:

» The “aging network” and other community-based non-profit organizations are
well-suited to find and enroll low-income Medicare beneficiaries because they:
a) are client-focused and person-centered;
b) have trusting relationships with many beneficiaries;
¢) can create community-wide referral systems; and,
d) are able to leverage funding from muitiple sources.

o The per-enrollment costs of community-based efforts range between $30 and
$280 depending on the approaches, how they are implemented and the
populations targeted. {Figure 3]

¢ Based on the experiences of local Access to Benefits Coalitions, it appears that
the average cost per LIS enrollment was approximately $100 in 2006. However,
we expect that the average per-enrollment cost may be somewhat higher in 2007
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because the remaining populations are harder-to-reach and may need more
assistance to apply.

s The most cost-effective, community-based approach seems to be to create referral
networks in which key organizations (such as drug stores, health plans, health
centers, social service agencies, ete.) efficiently refer people secking assistance
and likely eligible for LIS to specialty enrollment centers. ldeally, these referrals
should be “warm transfers” (i.e., the “real-time” transfer of a caller who has been
identified in some way as having a specific need) to a helpline dedicated to
agsisting them with application for LIS,

o Referrals through lists or warm transfers to specialty enrollment centers
(national or local) are three to six times more likely to result in application
submissions than outbound calls.

o Warm transfers to LIS enrollment centers result in the highest numbers of
actual applications and are, on average, almost five times more cost-
effective than direct mail and three times more cost-effective than
outbound calls. [Figure 4]

o Efficient warm transfers to enrollment specialists (local or national) can
produce LIS enrollments at a cost as low as $25 to $30 each..

e Inevery community, there is a need for some targeted funding, particularly to
focus on enrollment assistance (helping people to fill out the application forms
once they been identified).

o Federal investment in the aging network, especially to support the enrollment
assistance function, can be very cost-effective, and in many cases, will enable
organizations to leverage other resources for outreach and referral.

Figure 3.
OQutreach and enrollment costs vary widely.
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Figure 4.
Referrals of likely-eligible people to specially enroliment centers
produces the highest conversion rates of contacts to

100% applications.
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Strategy #3: Promote the widespread use of person-centered, online screening and
enrollment services (such as the BenefitsCheckUp) that enable consumers and
organizations to screen for multiple benefits and directly file LIS applications.

Rationale

¢ On-line screening and enrollment services have the potential to help two different
groups of low-income Medicare beneficiaries:
o Consumers who can successfully use the Internet to get benefits for
themselves or family members; and,
o Consumers who need the assistance of intermediary organizations to learn
about and enroll in benefits.

¢ There are many advantages to online screening and enrollment tools, including:
o They can be easily accessed by both consumers and intermediary
organizations.
o They can simultaneously screen for and facilitate enrollment in multiple
benefits.
o Online filing for LIS significantly reduces processing costs for SSA.

« Surprising numbers of low-income seniors and their families are able to
successfully use online tools to get benefits for themselves or their family
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members. More than half (59%) of low-income users of online tools follow
through with the application process. This audience has taken the step to screen
for benefits and is motivated to apply for them. Additionally, almost one-quarter
(23%) of people directly accessing online tools receive application assistance
from a friend or family member.

The BenefitsCheckUp, which is supported by foundations and corporations,

served 232,000 clients in 2006 and its consumer edition (serving people and/or
their caregivers directly accessing the site) is currently producing enrollments in
major public benefits at a cost $15 per benefit. [Figure 5]

If the online service was sponsored and/or promoted by government, it could

reach and serve many more people and would likely achieve enrollments for $7 -
$10 per major benefit.

Online tools also increase the efficiency and effectiveness of community-based

organizations.
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o Enrollment centers that assist consumers by filing online for LIS (either
directly to SSA or through the BenefitsCheckUp) are more cost-effective
than organizations filling out application forms and mailing them in.

o Online tools make person-centered screening (for multiple benefits) and
application filing much easier to do.

Figure 5.
Consumer use of person-centered, on-line screening and
enrollment services is very cost-effective.
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Strategy #4: Encourage states to work across departments and use cross-matched
state lists of people already enrolled in other public benefits to identify individuals
eligible for and not receiving LIS.

Rationale

e State benefit lists are a valuable resource that should be utilized to maximize
enrollment in LIS and other benefits. The potential of this approach is being
demonstrated in Pennsylvania. For the past three years, the State Department on
Aging has been contracting with Benefits Data Trust to locate and apply
individuals for the PACE/PACENET program as well as the State of
Pennsylvania Property Tax and Rent Rebate Program (PTRR) and the Medicare
Savings Program (MSP). This partnership exemplifies how this strategy can work
to successfully locate, contact and enrol! individuals into benefits they are eligible
to receive.

¢ By cross-matching a list of 300,000 PACE (Pharmaceutical Assistance Contract
for the Elderly) enrollees with a list of 250,000 Property Tax and Rent Rebate
program enrollees (list came through Department on Aging from Department of
Revenue), the State identified 100,000 Property Tax and Rent Rebate program
enrollees that were likely eligible for and not receiving PACE.

* By cross-matching the 250,000 Property Tax and Rent Rebate program enrollees
against the list of 300,000 individuals receiving PACE/PACENET, the State
identified 90,000 PACE/PACENET enrollees who were likely eligible for and not
receiving Property Tax and Rent Rebate.

¢ By cross-matching the 300,000 PACE file with the Department of Public Welfare
(state Medicaid office) file, the State identified 100,000 PACE enrollees who were
likely eligible for and not receiving Medicare Savings Program benefits (MSP).

o Using state lists of people enrolled in other public benefits has resulted in higher
percentages of people who apply for and, ultimately receive, other benefits, as
compared to lists that have less accurate income and contact information (i.e.,
people “believed to be” eligible). Response rates and application conversion rates
are higher when outreach efforts are able to use pre-existing benefit lists.

e Accuracy of both the financial and contact information provided by the Property
Tax/Rent Rebate program has resulted in response rates for benefits application
that are 250% greater than those resulting from efforts using purchased
commercial lists. From an economic perspective, this means the cost of getting
people into the benefits is also two and a half times less when using a well-
targeted list. In other words, for the same fixed cost, more people are being
helped at a much lower cost when efforts are much more targeted. Furthermore,
the residual effect is that people who were in just one public benefit program in
the beginning potentially end up being enrolled into three programs.
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I. Executive Summary

he passage of the Medicare Modernization Act
(MMA} was the largest expansion of the

£ Medicare program since its inception in 1965
and over 90 percent of Medicare beneficiaries now
have prescription drug coverage due to unprecedent-
ed efforts by the public and private sectors. However,
millions of those in greatest need have still not signed
up for the Low-Income Subsidy (LIS or Extra Help)
program, which provides generous financial assistance
to beneficiaries with limited income and resources,
including coverage through the “donut hole.” HHS
has estimated that at least 75% of the Medicare bene~
ficiaries still without any prescription drug coverage
are eligible for the Low-Income Subsidy.!

The challenge of finding and enrolling people with
fimited means in needs-based programs is not new,
After forty years, take-up rates remain low for many
federal means-tested bencfits, As a result of unprece-
dented cfforts by the public, non-profic and private
sectors in the first year of the program, NCOA esti-
mates that 35% to 42% of beneficiaries who could
have successtully applied for the LIS in 2006 are actu-
ally receiving it. While the LIS take-up rate so far is
on a par with historic enrollment rates in other feder-
al, needs-based programs {especially after the first
year of effort), there are signs that overall enrollment
rates are slowing. We estimate that there are between
3.4 and 4.4 million beneficiaries that we still need to
find and sign up for the program in 2007.%

These are people who would benefit most from
the coverage that Part D and the LIS can offer them.
With rtargeted investments and modest policy
changes, significantly higher participation rates can be
achieved in 2007,

Statement of Michael Leavite, Secretary of L

for LIS) includes the 2.9 to 4.8 million we estimare who w

W are 9

apply for the L1S benefit on their own

> 3.4 to 4.4 million (depending on whether you use CMS or CBO projections of the toral number of besieficiar
qualified for but did not volantarily sign up for E;
2006, and approximately 400,000 people who had been automatically receiving L
in Medicaid or a Medicare Savings Program (MSP), but who lost that deemed eligibility for 2007 and still n

ming that about 100, uoo successflly led applications with
100,000 were found 1o be cligible based on regaining their Medicaid or MSP,

These recomumendations were developed as a result of conference calls wuh local Ac
as .

This paper identifies recommended legislative,
administrative, and regulatory reforms that should be
made to the LIS to improve access to the program for
seniors and people with disabilitics with fimited
means.® Some of the key legisladve reforms recom-
mended include: (1) eliminating the asset test, as it is
the single-most significant barrier to Part D LIS eligi-
bility; (2) enacting legislation to make the LIS Special
Enrollment Period (SEP) permanent and eliminate
the late envollment premium penalty for this popula-
tion; and {3) establishing and funding a dedicated,
nationwide network of enroliment centers through
the new National Center on Senior Benetits Ourreach
and Enroliment in order to find and enroll remaining
LIS cligibles.

There are also significant administrative and regu-
latory reforms recommended in this paper. Some of
the reforms include having the Social Security
Administration {SSA): (1) designate at least one ded-
icated worker in cach field office who is assigned
specifically to process LIS applications where practi-
cal; (2) amend the LIS application to allow applicants
to designate a third party to assist them through the
LIS application pro and interact with SSA on
their behalf} and (3) maintain a link from the online
LIS application to a webpage that provides seni
and people with disabilities——as well as their family
members, friends, or advocates—with state-specific
information on other public benefits for which they
may be cligible.

In addition to implementing reforms to the Part D
LIS program, Prescription Drug Plans {PDPs) and
Medicare Advantage-Prescription Drug plans (MA-
PDs) should be required to screen their member Hsts

S. Department of Flealth & Human Services, May 2006.

who qualify
ra Help in

in 2006 on account of their participation
d 10 affirmatively
A and

to Benefits Coalitions (ARCs) around

the country over the last year, received from ¢

discussions with national advocacy

experts, and a survey sent out o ABC members on the LIS enrollment effors.
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for individuals who are potentially cligible for the
Low-Tncome Subsidy. We estimate that up to 1.1 mil-
fion more people in plans could enrolf in the LIS if
they knew they were eligible for the program and
received application assistance. PDPs and MA-PDs
could partner with nonprofit organizations to help
sereen their members for LIS eligibility.

We commend CMS for its recent decisions to per-
mit low-income beneficiaries o sign up for LIS and
enroll in a plan throughout the remainder of 2007
without penalty. This action is necessary, but not suf-
ficient in itself to achieve higher LIS enroliments in

* NCOA estimates the number of beneficiaries in MA-PD and PDD plans who are eligible for and not re
100,000 to 1.1 miftion. The range is due to differing estimaees from the Cong

2007. Ta reach the remaining LIS cligibles, addition-
al investment in proven strategics that work is need-
ed, atong with progress on the other reconmmenda-
dons included in this paper.

With the beginning of the sccond year of this pro-
gram, the Access to Benefits Coalition and NCOA
call on the Administration, foundations, corporations
and advocacy groups to renew their commitment to
outy and enroliment efforts and to invest in
effective strategies to help seniors and people with
disabilities in greatest need to receive the important
benefits available to them,

=

ing LIS range from
nal Budger Office (14,2 miltion) and CMS

(13.2 million) in terms of the number originally thought ro be cligible.
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I1. Background on the
Low-Income Subsidy

he Medicare Prescription Drug Improve-
ment and Modernization Act (MMA) of
& 2003 promised to provide access to subsi
dized, comprehensive preseription drug coverage to
more than 43 million Medicare beneficiaries by
establishing a new benefit under Medicare. Thi
new prescription drug bencfit is known as Medicare
Part D. The Low-Income Subsidy is an integral
component of the MMA providing further financial
stance, through even more significant subsidies,
to beneficiaries with limited incomes and resources.
The inclusion of the LIS is the primary reason that
many members of Congress and several senior
advocacy groups, including NCOA, cventually
agreed to support the MMAL

Over the past three years, the SSA and the
Centers for Medicare & Medicaid Services ({CMS)
have engaged in significant efforts to implement
the Part D program. CMS$ and $SA have done a
commendable job working to ensure that the new
Part D bencfit would be a success. We appreciate
their efforts on behalf of low-income senfors and
people with disabilitics and are hopeful that their
continued leadership, in coordination with contin-
ned private-public partnerships, will result over
time in increased enroliment of the remaining LIS
eligible people.

Eligibility for the Part D LIS is divided into four
categories, depending on a person’s income and
resources. The following chart details the various
amounts LIS cligibles will pay for Pary D premiums,
deductibles, cost sharing, and during the cata-
strophic coverage period. [Table 1, page 4]

The overall success of the Part D program is
dependent, in large part, upon the enrolliment of
those people cligible for the LIS. This group is
more likely than higher-income beneficiaries to
have chronic health problems requiring prescrip-

Kaiser Family Foundation “Low-Tncome As
betps// med pin.ong/medicare pursd-docs/a-KFF

tion drug coverage. Furthermore, the LIS popula-
tion is least likely to have had drug coverage prior
to the implementation of Part D, The Kaiser
Family Foundation has estimated that people who
are below 150 percent of the Federal Poverty
Tevel {FPL} are twice as likely as higher-income
beneficiaries to be in fair or poor health, to have
cognitive mental impairments, or to live in a nars-
ing home.® Because of these important considera-
tions, including the generous LIS, finding and
enrolling LIS cligible cficiaries should be a
national priority.

The history of needs-based benefits outreach and
enrollment efforts to date 1s not very encouraging.
Studics show that even after 40 years, large percent-
ages of semiors who are eligible for important pub-
tic benefits are not receiving them. Only an esti-
mated 30 percent of seniors eligible for food
stamps, 33 percent of people eligible for Qualified
Medicare Beneficiary (QMB) protections, 13 per-
cent of those eligible for Specificd Low-Income
Medicare Beneficiary (SLMB) protections, and 53
percent of the clderly eigible for Supplemental
Seeurity Income (SSI) actually receive the assistance
to which they are entitled.

It is important that Congress not rely on the
historically low enrollment rates for other needs-
based benefits programs when judging the success
of the Medicare Part I program. Congress should
expectations for both the Part D Low-Income
Subsidy and all other needs-based benefits pro-
grams to ensure that low-income seniors and peo-
ple with disabilities reccive all the benefis for
which they are eligible. Enroliment in available
needs-based benefits programs will improve the
overall health and quality of life for senfors and
people with disabilities, allowing them to remain as
independent as possible for as long as possible.

tance Under the Medicare Drug Beaefit.” Fact Sheet, September 2008,
et pidf (Accessed Javuary 29, 2007)
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Low-income Subsidy Groups and Costs (Calendar Year 2007)¢

Group 2 Group 3 Group 4
12 . P
Gronp Genting Help HSP? (OB} Income < 135% FPL Income < 150% FPL
with Prescription Group 1 SEMB? QI') Resources Below Resources Below
Drug Program Costs Dl Eligibles SSI w/o Medicasd 37,6201/ 312,190 811,710/ 323,410
Premiuini: $0up to S0 up to $0up't6 Sliding scale (25 to
$27:35/month “benchmark™ “benchmark™ “benchimark? . 100%of fegional - |
(20071 . lowsnicome
benchniark) "
< Based on income

Deductible $0 30 $0 853
$265 per year
Cost Shating co-payi: $0/if $2:15/85.35 $2.15/$5.35 15%
up 1o $3850 institutionalized . co-pay compay.; colisurance
out-of:pocket $1/83.10-< 100%

FPL

$2.157$5.35 > -

100% EPL
Catastrophic $0 80 80 $2.15/85.35
Coverage 5% or co-pay

$2.15/85.35
co-pay

Source: heep.//wwwmedicareadyocncy.vng/FAQ_PartD htan#LIS Chart has been miodified. (Accessed July 13, 2006)

MSP Medicare Savings Programs {MSPs), include Qualified Medicare Beneficiary, Specified Low-Income Medicare
Beneficiary, and Qualified Individuat programs. Each MSP program bas specific income cligibility limits and to be cligible,
a person’s resources cannot be more than twice the $ST resource fimit. Individuals cligible for any of these programs are
deemed eligible for the full LIS, MSPs are administered by state Medicaid agencies and pay for the Medicare Pare B
premium; the QMB program covers Medicare cost-sharing, as well,

3 QMB, Qualified Medicare Beneficiary (QMB)—Those with incomes under 100 percent of the Federal Poverty Level
SLMB Specified Low-Income Medicare Beneficiary (SLMB)—Those with incomes between 100 and 120 percent of FPL.
W QI Qualified Individial (QI)—Those with incomes bevween 120 and 135 percent of FPL

I Supplemental Security Tncome (S81).

2 Federal Poverty Level (EPL), Soe Appendix E for a listing of the 2007 Federal Poverty Guidelines.

B Resource information updated by NCOA 1o reflect the 2007 inereases announced by CMS on December 18, 2006,
Please note, that the resource Hmits listed above fnclude the $1,500 burial exclusion. The CMS announcement can be
fonnd at: st/ coss. s g /smdl/downioads/SMD1 21806, pif (Accessed Decomber 29, 2008).

¥ This number has beeo updated to reflect the estimated National Average Part I Benchmark Premium released by CMS,
e/, icasegov/ publicati i/ 10050.pdf (ccessed January 2, 2007)

% Tndividuals in these four groups do not have the *Donut Hole” gap in coverage, An individual is in the “donut hole”
when their total drug costs for drugs on their pla formulary purchased at network pharmacies reaches $3,850, They are
i the donut hoke until their spending reaches $5,451.
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Implementing these recommended reforms
would increase enrollment in the Part D LIS for
many more seniors and people with disabilities who
desperately need help in paying for their preserip-
tion drugs. Iinterested parties need to take a step
back and examine the ourreach and enrollment
process to determine how we can make improve-
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ments in reaching this important group. The LIS
cligibles remaining to coroll in Part D are difficult
to reach and will require special attention; there-
fore, we should work to climinate demonstrated
barriers—legislative, administrative, regulatory, and
other—and make the enrollment process easier to
navigate for Low-Income Subsidy eligibles.
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III. LIS First-Year
Experience

Public and Private Initiatives
Over the past three years, the Centers for Medicare &
Medicaid Services (CMS8) of the U.S. Department of
Health and Human Services (FHHS), and the Social
Security Administration (SSA) have led federal efforts
to implement the Medicare Part D program. These
agencies took unprecedented steps to engage a wide
variety of other governmental, corporate and non-
profit partners in educating and assisting Medicare
beneficiaries. As a result, approximately 90 percent,
or 38 out of 43 million cligible people have Part D
coverage ot its equivalent.'®

In the MMA, SSA was given primary responsibili-
ty for administration of the LIS benefit. In response
to this charge, SSA undertook major efforts to find
those who qualify for LIS and help them apply,
including a mailing to 19 million beneficiaries and
hosting more than 76,000 outreach events across the
country to educate people about the benefit, $SA also
held targeted application-taking events at local 88A
offices around the country. $8A conducted and con-
tinues to conduct significant direct mailing cam-
paigns to potential eligibles.'” SSA also has formed
partnerships with national and  community-based
organizations in every state in an attempt to reach efi-
gible low-income people. Access to Benefits
Coalitions throughout the nation coordinated closely
with SSA and CMS$ staff in the field. SSA has also

worked closely with NCOA to enable individuals and
organizations to apply on-line for LIS through the
BenefitsCheckUp program. '

CMS has also demonstrated a very strong commit-
ment to the suceessful implementation of the Pare D
program, including the LIS benefi. CMS formed
thousands of partnerships with diverse groups across
the country to educate and inform beneficiaries and
their family members, friends, and carerakers through
comprehensive outreach campaigns. During the most
recent November ~ December 2006 enrollment peri-
ad, CMS$ held approximately 12,700 local events in
communitics across the country.’”

State  Health Insurance Assistance Programs
{SHIPsP have been very active in the Part D educa-
tion cffort, providing onc-on-one counseling to
Medicare beneficiaries across the nation, The SHIPs
actively atilize volunteers to reach out into communi-
ties and have been an essential partner in disseminating
information and assisting beneficiaries with their choic-
es. They are a trusted source of health care information
and play an integral role educating Medicare benefici-
aries about the LIS, Since they have responsibility for
providing assistance with alf aspects of the Medicare
program, and millions of beneficiaries needed help
understanding Part I and choosing a Part D plan,
most SHIPs were not able to target their limited
resources narrowly on LIS efforts from January

¥ “Preseription Drug Coverage Among Medicare Beneficiaries™ Kaiser Family Foundation, publication #7453 June 2006.

btape/ v kfF ovg/medicare/wpload /7453 pif (Ac
¥ Statement of Beatrice Dis
and Means Comm

want, Chatrman of the M

Inrp /s hos 198

wiw bensfitscheckip.org

elease.a:

Page=shon All=Grp Year=cryearardesercboOrder <late,

% Contact information for SHIPs can be found au btep://w

ed January 29, 2007},
cdicare Planning and Implementation Task Force, before the House Ways
Subcommittee on Health, May 3, 2006,

Iarings.agpif jewerid 4910 (Accessed January 29, 2007),

P Conntere 20080 int Num Per Pagem] 0 check Datemroheck
3500w chOpr=0srch Dusa=Ckeyword Typr=Allcreh NewsT)

0= 5% 2C+282CH3B2CHARICSiny

information about the SHIDs can be found at: bespe/Ywirmsiy

{Accessed January 22, 2007},

ontas pand maore

y !
siptalk osg/ Public/boms.aspx?Retssen Url=352fDefuscle.asp




A REPORT TO THE NATION FROM THE ACCESS TU BENEFITS COALITION & NATIORAL COURCIL ON AGING

through May, In 2006, SHIPs were funded at an esti-
mated $31 million dollars, less than $1 per Medicare
Dbeneficiary. Many advocacy organizations, including
NCOA, are working to inercase SHIP funding to
enable them to assist more Medicare beneficiaries,

Despite these significant efforts through the end of
the initial enroliment period on May 15, 2006, some
were aritical of the results on LIS applications and
urged that more be done. For example, after this initial
enrollment period ended, The New York Timeswrate an
editorial in June praising the Part D enroltment effort
in general, with one exception: “Most troubling of all,
officials estimate that three million of these people are
poor enough to qualify for hefty subsidies that would
cover the vast majority of their drug bills, This is the
most glating faiture i the enrollment drive, Trwill need
to be rectified by a vigorous outreach effort.™

CMS and SSA recognized that more needed to be
done, and continued outreach and enrollment efforts
throughout the remainder of the year, aided by the
CMS decision to create a Special Enrollment Period
(SEP) through 2007 for LIS applications and waiving
the Late Envollment Penalty {LEP), which would
have resulted in higher promiums,

There were also many private sector initiatives
designed 1o complement and supplement federal
cfforts to find and envoll people in LIS, These initia-
tives included those by the Access to Benefits
Coalition and the Medicare Today Coalition, as weil
as major efforts by individual national organizations
inchading AART, the NAACP, the National Alliance
for Hispanic Health, Easter Seals, the National
Association of State Units on Aging and the National
Association of Area Agencies on Aging.

CMS has also been cooperating with and providing
support to NCOA for rescarch cfforr entitied Cost

fective and Scaloble Strategies for Envolling Medicare
Benceficiaries in Medicare® While support for the actu-

M “The Drug Renel
2 CMS provided NCOA with $156,200 for thi
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al interventions has been provided 1o NCOA by The
Atantic Philanthropies, and Kaiser Permanente and
others, CMS has provided instrumental assistance by
identifying people who are already enrolled in LIS and
therefore should not be targeted as well as some finan-
cial support for evaluation efforts. CMS also provided
funding to NCOA throngh the Administration on
Aging to make available on-line LIS decision support
tools that also screened for other needs-based benefits
(including SS1, Medicaid, MSP, Food Stamps and state
pharmacy programs).

LIS Enrollments To-Date

Estimates vary about precisely how many Medicare
beneficiaries arc actually eligible for LIS. According
to the Congressional Budget Office {CBO), a total of
14.2 million people were estimated to be eligible for
the LIS in 2006.3 According to CMS, however, the
total number of LIS cligibles is 13.2 million.* We
have been unable to reconcile these estimates. Ty is
fikely that the differences ave in farge part due to data
limitations regarding beneficiaries” assets.

CMS has also reported that 7.5 million beneficiar-
ies were automatically signed up (“deemed”) for the
LIS and enrolled in a Prescription Drug Plan
{PDP).* This includes duaf eligibl hose eligible
for both Medicare and full Medicaid—and others
who were deemed because they participated in the
Medicare Savings Programs (MSP} or received both
Medicare and SSI. CMS further estimated that
500,000 benefic eligible for the Pare D LIS had
creditable drug coverage from other sources.®
Combining these two figures (7.5 million plus
500,000), we estimate that there were 8 miflion LIS
cligible Medicare beneficiarics who did not need to
voluntarily sign-up for the program, as they werce
cither placed in the program automatically or had
other creditable coverage.

A Report Card™ The New York Times, June 5, 2006,

project in March 2006,

23 g S cho gov/howdoc.cf 5 rsey

# Statement of Dr. Mark McCleltan, M.D., Th.D, before the House W

DHF52 {Accessed December 20, 2006)

and Means Committee, June 14, 2006,

hetp/iwa hotise. gor/h T

 Presentation by Abby Block, CM$ Director of the Center for Ben
£ 111206,

November 17, 2006, bitp//wwwnbpforg/handouts/ Block sfid

2

ary Choices, at the Navional Health Policy Forum,

2 “This includes Vererans Affairs, Indian Health Services, and wraparound coverage from Stare Phatmaceutical Assistance
Programs {SPAPs), Starement of Dr. Mark McClellan, M.D., Phi) before the House Ways and Means Committee, June 14,

s, MDD, PhuD before Hou

¢ Ways and Means Commitree,

2006. Testimony of CMS Administrator Dr. Mark McClel
June 14, 2006. basps/fway bosse.gov/henrings.aspf

Pid=4902 (Accessed Deceraber 14, 2006)
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Based on this information, we conchude that there
were a total of between 5.2 and 6.2 million low-in-
come beneficiaries who were eligible for LIS, but
would not receive it unless they applied for the benefit
and SSA formally determined that they were eligible ro
receive it (13.2 or 14.2 million minus 8 million).

Recent information from SSA indicates that, of
those initially able to voluntarily sign up for LIS, 2.2
miltion people applied for and were found eligible for
the LIS in 2006.7 This leads us to conclude that
between 35 and 42 percent of those eligible to
voluntarily apply for the LIS successfully did so
(2.2 million out of 5.2 or 6.2 million). By histori-

cal standards, this take-up rate seems to on a par with
or better than other means-tested federal benefit pro-
grams. [See Table 2 below]. On the other hand, it
also means that 58% to 65% of all Medicare benefici-
aries who are eligible for LIS and who have to apply
1o get LIS are not now receiving the benefie.

We also believe that there are two additional pop-
ulation groups that require more attention: LIS-cligi-
bles in PDP and MA-PD plans and people who have
lost their deemed status,

In Scptember 2006, CMS announced that there
were approximately 632,000 people who had been
automatically receiving the LIS in 2006, bur who

Participation Rates in Other Needs-Based Benefits Programs

- . L
Earned $s1 Part D US
income telderty) {non-
Tax Credit deemead,
(elderly) non-dual}*

* A range of 38 1o 42% i

incomes under 100 percent of the Federal Pov

percent of the FPL

inchuded for the Part 1 LIS because ¢
{13.2 milion) and CRO (14.2 million) on the total number of Me

QM is one of the Medicare Savings Programs (MS$P) that provid
evel (EPLY.

SLMB is one of the MSPs, Tt provides cost \h.ml“ assistance to those with incomes between 100 and 120

QMB*Y Food Stamps SLMB*""

{eiderly)

different estimates provided by CMS
ble for LIS

cost sharing assistance to thase with

Statement of Cheri Arnott, Associate Commissioner for External Affa
USA Gonfercnge on Jaary 25, 2007 was thae 2.3 million people hay

Social Security Administration at the 2007 Families
volnntarily filed applications with $SA. Because

approximately 200,000 of the 632,000 people have regained cligibiliry for LIS in 2007 afeer losing their deemed status at the
end of 2006, we e sssuming that sbout 100,000 filed applications with S$A and 100,000 were found o be eligible based on
regaining their Medicaid or MSP seatus.
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were at risk of losing their deemed LIS status in
2007 2 These are peaple whao lost their Medicaid,
MSP, or $81 coverage at some point during the year
In order to continue to be eligible for LIS in 2007,
these people would need to voluntadily file an LIS
application or regain their eligibility for the Medicaid,
MSP or SST programs. SSA sent a mailing to these
beneficiaries and CMS has worked with plans to find
and help them to regain their LIS benefit. According
tor the most recent figures available, we understand
that roughly one-third of the 632,000 either regained
their deemed status or successfully applied for LIS,
Therefore, we estimate that approximately 400,000
beneficiaries fost their LIS benefit and still need to
apply for LIS this year,

We are quite concerned about this remaining
“undeemed™ population, as most will be spending
far more out-of-pocket for their prescription drugs
than they did last year. For example, many may be
paying a deductible for their drugs for the first time.
Anecdotal reports indicate that many plans have
granted a 60- or 90-day transition period, so a large
number of these beneficiaries will not likely find out
that they have fost their LIS benefit undil March or
April. We urge plans, CMS, and advocates to devote
specific, additional resources to working ogether
1o contact this vulnerable and help them apply for
LIS. Because this problem will reoccur every year, it

2 Telgphone conversation with CMS, Tanuary 9, 2007.

Advocacy Conference, January 28, 2007,

National Senior Citizens Law Center, “Medicare Part D for Low-Tncome Beneficiari

In June 2006, afier the initial enroltment period had ended, CMS reported thar 3.3 miftion

is important to identify ways to minimize potential
harm. For example, LIS recipients who will be los-
ing deemed status should be screened for ev
other category of LIS before rerminating their ben-
ofits.®

Based on the most recent government data, it
appears there are 2.9 million people who never had
any prescription drug coverage in 2006 who are eli-
gible for and still not recciving LIS However
depending on whether one uses the lower CMS or
higher CBO projections, on the total number of LIS
cligibles, we believe there may be several hundred
thousand additional Medicare beneficiaries who are
currently enrolled in MA-PD or PDP plans who nay
be eligible for and not receiving LIS.H

CMS's recent decisions to again grant a Special
Entoliment Period and waive the Late Enrollment
Penalty for the 118 population in 2007 are important
steps that help set the stage for renewed LIS outreach
and enrollment efforts. Taking into account the
remaining “undeemed™ population, and recognizing
the continuing unresolved question of CMS vs. CRO
estimates of the total qualified LIS population, we
believe there are between 3.4 and 4.4 million low-
income Medicare beneficiaries who are eligible
for, but still not receiving the LIS benefit.’? This
is the targer group for outreach efforts for the
remainder of this year,

Flaws and Fixes.” Families USA

igible beneficiaries who had

1o prescription drug coverage were eligible for and bad not signed up for the LIS. At that same time, SSA estimated that

1.8 million beneficiaries had s

essfully applicd. We estimate that an additional 400,000 suc

fiully applied berween June and

December (not including the 100,000 that signied up who we assume had previously lost their deemed status). Therefore it

appe
for but never signed up for

100,000 to 1.1 million,

2.9 million without auy

thiat there are 2.9 million stll remaining Medicare beneficiaries with no preseri

ption deug coverage who are eligible

Estimates on the number of beneficiarics in MA-PD and PDP plans who are eligible for and not weeeiving LIS range from

frug coverage, remaining 400,000 prople who loss thelr deemed status for 2007, and between

100,000 and 1.1 milfion currently enrotled in plans who do not know they are eligible for LIS
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TV. Access to Benefits
Coalition

8 he Access to Benefits Coalition (ABC) is com-
] prised of national and community-based or-

8 ganizations dedicared to making sure that
Medicare beneficiaries know about and make the best
use of resources available to ac their needed pre-
scription drugs and reduce their prescription drug
costs There are 104 national ABC members, includ-
ing aging and healthcare organizations such as AARD,
the National Alliance for Hispanic Health, and the
Catholic Health Association of the U.S.; national char-
ities such as Easter Seals; and groups representing
patients and caregivers such as the Alzheimer’s
Association and the National Alliance for the Mentally
T In addition, faith-based and multicultural groups
such as the National Counsel of Churches USA and
the National Asian Pacific Center on Aging are com-
mitted to finding and enrolling low-income beneficiar-
ies in the LIS. Established in 2004, the Access to
Benefits Coalition has involved hundreds of communi-
ty-based nonprofits through 42 local coaliions in 33
states and the District of Columbia, in educating and
enrolling tens of thousands of beneficiaries in the Part
13 LIS and other prescription savings programs.

ABC and its network of local organizations use
powerful Web-based tools such as NCOA's Ben-
cfitsCheckUpRy decision support tool® and the
Medicare Plan Finder® to help beneficiaries—as well
as family caregivers and organizations who wish to
assist them—to understand, apply, and enroll in pub-
fic and private prescription savings programs. Ben-

# The ARC Goat

¥ The nationwide ARC Coalitions are Histed in Appendix B,

¥y benefieschecksp.org

e Medic

e o

¥ “Paghways 10 St s: Meeting the Challenge of Envolling Medicare Beneficiarie Acce
Coalition, 2005 in conumction with The Bridgespan Group. betp//wwwaccestabenefits.ong/orary/paf/ ABCH20Report

ed June 27, 2006)

efitsCheckUpRx also helps detesmine if individuals
qualify for the Medicare Part D Low-Income Subsidy
or other prescription savings programs and allows
them to apply for many of these programs online.

The Access to Benefits Coalition recomimentds a
variety of legislative, administrative, and regulatory
changes to the Part D LIS, now that the initial envoll-
ment period is over, and we have an opportunity to
Jook back and see what worked and whar did nor in
the outreach and enroliment efforts for low-income
beneficiaries. Making these changes will increase the
number of LIS eligibles who enroll in the program
and help fulfill the promise of the MMA to provide
affordable access to life-saving prescription drugs to
America’s senjors and people with disabilities, We
hope that these recommendations continue to fucl a
dialogue among SSA, CMS, and their private-sector
partners who all share the same goal of finding and
enroling as many cligible beneficiaries as possible in
the LIS benefit.

The 2005 ABC Report “Pathways to Success:
Meeting the Challenge of Envolling Medicare
Beneficiaries with Limited Incomes” called on all
major sectors of society~—public, private, and volan-
tary—10 collaborate to make the LIS program suc-
ssfil 7 We recognize that reaching the LI1S-eligible
population continues to be a challenge; however, itis
essential that all avenues are open to assuring that eli-
gible beneficiaries are made aware of and are enrolled
in this important benefit.

¢ tisted in Appendix A. hups/wwaccesstobonefits ong/ defult.aspx. (Accessed July 13, 2006)

with Limited Tncome 10 Benefits




83

A REPORY T0 THE HATION FROM THE ACCESS 70 BENEFITS COALITION & NATIONAL COUNCIL ON AGING

V. Recommended
Legislative Changes

1. Eliminate the asset test because it is
the single-most significant barrier to
the Part D L1$ for low-income seniors
and people with disabilities.

Of the LIS applications fited with SSA, 41 percent are
denied because the person is over the asset limits ™
According to a report by the Congressional Budget
Office, an estinated 1.8 million Medicare beneficiar-
ies with incomes below 150 percent of FPL will not
qualify for the additional assistance becavse their
assets exceed the amount currently alfowable ™

The asset test penalizes retirees who did the right
thing by creating a modest nest egg to provide some
security in their old age. People who manage 1o
a modest sum for retirement and still have very limit-
ed incomes should be encouraged and rewarded, not
denied the extra help that they need. Half of the peo-
ple who fail the asset test have excess assets of
$35,000 or less.® These people tend to be older,
female, widowed, and living alone. Often when the
husband dics, the wife’s income is significantly
reduced, but she still has the modest assets that were
accumulated during the marriage. 3!

In addition, the asset test is inherenty discrimina-
tory agafnst people who rent their homes, instead of
own them. People who own their home—regardless
of its value—but have limited incomes can qualify for
the Low-Income Subsidy. However, people who rent
their home and have $20,000 in the bank to pay
future rent or other expenses are disqualified from the

ave

program regardless of their low income. This policy is
discriminatory because the person with the meager
amount of cash in savings is automatically disqualified
from the LIS benetit, while the person who has sig-
nificantly maore resources tied up in a house of any
value is allowed o participate, even though both
individuals have limited means and similar difficulty
abtaining needed prescription drugs.

Removing  the et test from LIS eligibili
requirements also would be beneficial to SSA, as ver-
ifying assets is extremely time consuming. According
to a veport by Marilyn Moon for the Kaiser Family
Foundation, “The assct test also poses substantial
administrative challenges. People are not routinely
asked about this information for income tax or other
purposes, for example. As a result, the intensity of
effort needed to determine asser ehigibility creates
burdens for both government agencies and applicants
themselves, ™ 1f the asset test were removed from eli-
gibility requirements, SSA would spend significantly
fess work time per application determining cligibility.

If the asset test cannot be removed altogether
from LIS consideration, the allowable asset amounts
should be increased. A 2005 stady conducted by
Thomas Rice for the Kaiser Family Foundarion found
that the amount by which people exceed the current
alfowable asset Jimits is relatively small. According to
the study, 13 percent of people who are over the asset
limit exceed the fimit by $5,000 or less and another
nine percent of people exceed the limit by 5,000 o

5 Sratement of Cheri Amot, Associate Commissioner for External Affairs, Social Security Administration at the Famitics USA

Conference Janvary 25, 2007,

®

S14/11-20- fonrel.
# Rice, Thomas and Desmond, Katherine. *Los
The Impact of the Asset Test.™ The Henry 1 K

Dttgs/ Foww cho o/ fprlocs/48x

# See Rice article at foomote 40,

2 Moon, Mariiyn, et al. “Medicare RBene

Income Subsidies for the M
¢ Family Foundation, April 2005.

df{Aceessed July 6, 2006)

care Prescription Drug Benefit

s and their Assets: Implications for Low-Income Programs.™ The Kaiser Family

Foundation, fune 2002, hutps//wwwkffors/
{Accessed Janwacy 29, 2007).
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$10,000. It is imporwnt to keep in mind that these
people who exceed the asset imit were income eligi-
ble for the Extra Help,

Increasing the asset limit amount for the Low-
Income Subsidy, as a first step, would make the ben-
efit available to significantly more low-income people
who desperately need additional assistance with pay-
ing for their prescription drugs. Also, enrollment for
the LIS would provide fow-income Medicare benefi-
ciarics with coverage in the “donut hole,”

2. Enact legislation to make the LIS
Special Enrollment Period (SEP) and
waiver of the Late-Enrollment Penalty
{LEP) permanent.

We are grateful to CMS for creating a SEP to permit
beneficiaries to apply for the LIS and enroll in a plan
without experiencing a premium penalty after the
May 15, 2006, deadline until the end of 2006. The
SEP allowed advocates to continue to envoll LIS eli-
gibles after the initial enrollment period had ended.
We are also pleased that CMS recently announced it
is extending the LIS SEP and LEP through 2007.
However, we urge Congress to enact legislation that
would make both the LIS SEP and waiver of the
PL‘FH‘:(&HCHL

Under Medicare Part B,* low-income beneficiar-
ies eligible for Medicare Savings Programs can enroll
any time and are exempt from premium penalties.
This is not the case under Medicare Part D.
Treatment of the most vulnerable senjors and people
with a disability should not vary so significantly with-
in Medicare programs. The Part D rules should be
made to be consistent with the Part B rules.

Finding and enrolling the LIS population will take
time, as evidenced by Table 2, which shows that even
after 40 years, large percentages of seniors who are
cligible for important public benefits sull are not
receiving them. Low-income beneficiaries are least
able to afford premium penalties, and if they are sub-
ject to financial punishment, they will never apply for
the prescription drug assistance they need. To meet
this continuing challenge, we need to reduce barriers,
not impose them. Without a continuing Special

4 Medicare Dart B is medical insurance that pays for doctor’s service

(hospital insusance).

# “The most effctive projects in this study used a one-to-one “person centered” approach—one that provides personalized assis-

Enroliment Period and waiver of the Late-
Enroliment Penalty after 2007, efforts by govern-
ment agencies, national organizations, and tocal non-
profit groups to find and enroll LIS-eligible individu-
als will be completely thwarted. Instead of imposing
a penalty, we should be encouraging their efforts to
reach out to this group, as LIS eligibles stand to gain
the most from the preseription drug assistance.
Failure to permanently extend the SEP and waive the
LEP would effectively ensure that there will be no
more progress made in helping low-income seniors
and people with disabilities—a result that is wholly
unacceptable,

3. Support organizations that use a
person-centered approach to outreach,
which has been shown to be one of the
most efficient and effective ways to
find and enroll LIS eligibles.

Finding and enrolling seniors and people with disabit-
ities with limited resources in needs-based benefits
programs has been a significant challenge for many
years. We know that reaching everyone in this special
population will take a great deal of dme and energy.
We strongly recommend that CMS and $8A provide
additional financial resources to support national
organizations and local community-based organiza-
tions, so they may continue the important grassroots,
one-on-one work they have been doing during the
initial enrollment period.

The Access to Benefits Coalition report Patbways
to Success: Meeting the Challenges of Envolling
Medicare Bengficiaries with Limited Incomes states
that the most cffective projects involved in the study
used a one-on-one “person-centered” approach.t
We srongly encourage 8SA and CMS to fund pro-
grams that have a person-centered approach to find-
ing and enrolling LIS cligible seniors and people with
disabilities, The study found that the average cost is
approximately $100 per enroliment, although it may
be somewhat higher as the remaining LIS beneficiar-
jes are the most difficule to find. Additional resources
also are needed to assist the approximately 400,000
people who were deemed eligible for LIS in 2006,

s and other costs that are not paid under Medicare Part A

fance from a trusted source, and takes a “holistic” approach to the individuat being snrolled ” The Bridgespan Group, 2003,




but will not be automatically efigible for the benefit in
2007 because they are losing their deemed status.*®
These people will need to complete an application to
determine their LIS efigibility for the upcoming cal-
endar year, Concerted efforts should be made to
reach out and assist this valnerable group of people,
whe may not understand they are losing LIS benefits
untit they go to the pharmacy to refifl their prescrip-
tons or start recciving monthly bills in the mail.

NCOA also believes there are a significant aumber of

people who have enrolted in plans who do not know
that they are cligible for LIS assistance. Both of these
populations further illustrate the critical need for
additional resourees to find and earoll those eligible
for, but still not receiving, LIS ra Help.

The Older Americans Act {OAA) Reauthorization,
which was signed into faw on October 17, 2006,
includes a new authorization for a National Ceater on
Senior Benefits Outreach and Enrollment (N
BOE). In §202 of the OAA, the Assistant Sccretary is
authorized to establish a National Center thar wilk:

Maintain and updatec Web-based decision support
and enroliment tools and integrated, person-cen-
tered systems designed to inform older individuals
about the full range of benefits for which the indi-
viduals may be cligible under federal and state
programs;

Utilize cost-effective strategies to find older indi-
viduals with greatest cconomic need and enrofl
the individuals in the programs;

Create and sapport efforts for Aging and
Disability Resource Centers and other public and
private state and community-based organization:
including faith-based organiz
to serve as benefits enrolment centers for the pro-
grams,

ations and coalitior

Develop and maintain an information clearing-
house an best practices and cost-effective methods
for finding and cnrolling older individuals with
greatest economic need in the programs for which
the individuals are eligible;

5 Individuals are deemed eligible for LIS if they
MSP programs (QMB, §
their deemed status for 2007 have regained LIS

cligibitity.

are a Medicare beneficiary and they receive either
MB or QI-IY. As stated presiously, CMS has reported that one-third of the 632,000 people who lost
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Provide, in collaboration with related federal
agency partners administering the federal pro-
grams, training and technical assistance on effe
tive outreach, screening, enroliment, and follow-
up strategies; and

Play a critical role in finding and envolling the
remaining seniors and people with disabilities who
are eligible for, but not yer enrolled in, the Low-
Income Subsidy.

Now that the National Center has been authorized,
funding should be appropriated so that its work can
begin and seniors across the country can be enrolled
in needs-based benefits programs.

4. Do not reqguire information about
the cash surrender value of life
insurance policies when determining
LIS eligibility.

Through our ABC coalitions, e have heard a good
deal of support for climinating the cash surrender
value of Tife insurance policies question from the LIS
application. Beneficiaries often do not have this
information and paperwork readily available, and they
do not know how to get the information. Seniors
and people with disabilities often plan for their fami-
fies to use their life insurance benefit to pay for their
finat expenses—and thus they often are not willing w
cash in their life insurance now and place an addivion-
al burden on their family members upon their death.
Government programs should not enconrage senjors
and people with disabilitics to liquefy what litde assets
they have to pay for their prescription drugs. The
message seniors and people with disabilities are get-
ting from the current life insurance policy question is
that they are being penalized for saving and investing
their money. Many seniors and people with disabili-
tes invest in life insurance policies, so they can have a
proper burial upon their death and would be unwill-
ing to trade that for prescription drug coverage,

We believe that the Administration already has the
authority to remove the cash surrender value from
the LIS application. The rules for counting income
and resources for LIS cligibility generally follow the
rules for the SSI program administered by SSA% An

or participate in one of the

See Social Security POMS HI 03020.001, section G
(Accessed July 6, 2006}

.55t gor/ wpps 10/ poms st/ iz 200011
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important exception implemented for the LIS sub-
sidv, however, is the elimination of non-liquid
resources from consideration.*” Non-lquid resources
include such property as vehicles, farm equipment,
and machinery. This significant deviation from the
SST rules strongly suggests that the Administration
has the ability to deviate on the cash surrender value
of fife insurance question. Removing this question
also would promote the goal articulated in the MMA
of creating a simplified application form and
process.®® I the Administration does not already have
the authority to deviate from the $8I rules, then
Congress should pass legislation that would allow the
Administration to deviate from the rules regarding
the cash surrender value of life insurance policies.

5. Do not take the value of in-kind
pport and mail {ISM) into
consideration when determining
eligibility for the LIS.
Analogous to the cash surrender value of life ing
ance, we believe the Administration has the authority
to disregard the value of in-kind support and mainte-
nance when determining LIS cligibiliey. Again, if the
Administration does not have the authority to deviate
from the SSI rules on ISM, then Congress should
address this issue in legislation giving the
Administration the authority to do so.

We also have received a geod deal of sapport from
local ABC members for the removal of the ISM ques-
tions from the LIS application, as the questions are
quite difficult to estimate due to the fact that the
amount of in-kind support generally changes from
month to month. The fluctuating amount of ISM
makes it extremely difficalt for the applicant to track,
“This difficulty discourages beneficiaries from applying
for LIS and, therefore, is a barrier to enrollment. For
many seniors and people with disabilities, their
dependence on in-kind support would end if they were
eligible for assistance with their prescriptions from the
LIS, ISM can include the market value of food, rent,
mortgage payments, real property taxes, heating fucl,
gas, clectricity, water, sewerage, and garbage collection
fees given to the recipient by a third party. Tt is unrea-

S

Low-Income Subsidy

2006. betps//wwkfFo

nd Medicare Savings Programs Bligi
medicare/nplendy 7519 paf (Acc

§ )
{Accessed January 16, 2007)

more, Parricia et, al, “Toward Making Medicare Work for Low-Income Ber
ty and Bnvollment Rufes,” The Kaiser Family Foundation, May
d July 6, 2006)

$I860D- 14{a M AN ENH) of the Social Security Act. brepe/Swwwssa gor/OF, Home/vaat/tide 18/18600 14 iwm

somable to expect applicants for the Part D LIS w0
know how to caleulate the fair market value of many of
these items, particularly sewerage and garbage collec-
tion services. The unrealistic level of detall involved in
calculating the value of in-kind support and mainte-
nance is likely resulting in potentially eligible benefici-
aries not filing LIS applications.

6. Do not count funds in retirement
savings plans such as 401(k) accounts
as assets, but do count distributions
from such plans as income.
For the majority of people who are not covered by
traditional defined  benefit pension plans, the
resources in their 401(k) and other retirement savings
accounts represent their only retirement savings.
Periodic distributions during retireraent from 401¢k)
accounts often constitute the only income people
have to supplement their Social Security benefits.
However, Social Security does not consider a per-
son’s pension {defined benefit plan) to be an asset
when determining LIS chgibility. Pensions are only
counted to the extent a person is actually drawing
money from them. Forcing people to cash in their
401(k) plans to become eligible for LIS, therefore, is
contrary to basic public policy, which encourages
people to save for retirement. A number of advocacy
groups have told us that as with tradidonal pension
plans, distributions from 401(k) plans should be
treated as income, but the funds in the account
should not be treated as assets. Treating the two
retirement vehicles differently is inconsistent and
unfair to people whaose primary planned retirement
source 6 a 401(k).

“While these retirement savings {401(k) plans}
are intended to provide income over a long
period of time.. they arc treated as assets for
purposes of establishing eligibility, with inver-
est and dividends weated as income. In con-
trast, the income from a defined benefit pen-
sion is captured in the income test, and the
pension does not show up as an asset. In sum,
two individuals may effectively have the same

line Comparison of the Part D
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income |
own assets will be made ineligible for help.

1s, but the person who controls his
45

We believe the Administration carrently has the
authority to treat funds in 401(k} plans the same as
the funds in pension accounts, but if that is not the
case, Congress should address the issue in legisla-
f1on.

7. Index the co-payments and
deductibles for people between 100
and 150 percent of the Federal Poverty
Level to the Consumer Price Index
(CP1—all items, U.S. city average), as it
is more reflective of cost increases and,
therefore, more closely mirrors
beneficiaries’ ability to pay.

LIS-eligible people with incomes below 100 percent
of the FPL will have their prescription drug costs
increased in 2007 according to the CPT (all items,
U.S. city average).™ Social Security implemented a
cost-of-living adjustiment of 3.3 percent in 20068
that corresponded to the CPY increase in that same
year. Since the cost-of-living adjustment is in fine with
the co-payment increase, beneficiaries should contin-
ue to be able to afford the co-payments required to
get their preseription drugs.

However, for LIS-eligible beneficiavies with
incomes berween 100 and 150 percent of poverty,
their co-payments are increased according to the per-
centage increase in average per capita aggregate

? Moon, Marilyn, et, al. *Medicare Beneficiaries and their Assets: Imphuuons for Low-Income Programs.” The
10002

expenditures for covered Part D drugs in the U.S. for
Part I} cligible individuals, without regard to the
amount of Social Security benefit increases.™ For
example, Part D co-payments for this group increased
in 2007 at a rate of more than two times the CP1,
from $2.00 to $2.15 for gencrics and from $5.00 1o
$5.35 for brand name drugs.®™ Thercfore, the value
of the benefit for people between 100 and 150 per-
cent of the FPL diminishes significantly over time.

According to a study released by AARD, brand
name drug prices increased 6.2 percent in the 12-
month period ending March 31, 2006.% This dispro-
portionate increase in Part D co-payments over the
increase in Social Security benefits will become
increasingly more burdensome to people living on
fixed incomes over the coming years. As the years go
on and prescription drug costs continue to rise, the
disparity between the rise in drug costs and the
increase in Social Security benefits will become even
greater. According to the FY 2008 SSA Performance
and Accountability Report, “Social Security benefits
comprise 90 to 100 percent of the total income for
one-third of the elderly beneficiaries; and for almost
rwo-thirds of the clderly beneficiaries, it is their major
income source (50 to 100 percent of their in-
come}.™ The co-payments and deductibles for peo-
ple with incomes between 100 and 150 percent of
FPL should be indexed to the CPTin the same way it
is for people with incomes below 100 percent of FPL,
o ensure that people can continue to afford their
prescripion drugs,

scr Family

Foundation, func 2002, bitp:/ ik
# Sce §1860D-14{a}{ 4)(A))) of th

Social Security Act. “The dollar amounts applied uoder paragraph {1)(D)(ii)}

pif (Accessed Tuly 12, 2006)

i) for 2007

shall be the doiar smounits specified in such paragraph increased by the annual percentage increase in the Consamer Price
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bitp/ s gor/ OP_Howe/sact/sitle 187 1860D [ 4.t { Ac

SS4 Cost of L
(«
£ Seq §1860D-2(b)(6) of the Sociat Security Act
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T annual percentage ncrease specified in this paragraph for a
geregate expenditures for covered Part DD drugs
tary for the 12-month period ending in July of the previous year using such methods

ed January 16, 2007)

ng is generally equivalent to the Consumer Price Index for Urban Wages Earners and Clerical Workers
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is equal to the
for Part 1

in the United Sta

e
as the Secretary shall specify.” beegs//wwwsagon/OP_Home/sact/tile 18718601202 hem (Accessed Janwary 16, 2007)

5 CMS Letter (Center for Medicaid and State Operations, Disabled and Elderly Programs Group) to State Medicaid Directors,
December 18, 2000. heepe/ /e csns bl gov/swdl/ downivads/SMI1 21800, paf (Accessed January 16, 2007)

S AARP Public Policy Institute “Trends in Manufacturer Prices of Brand
saarp.ong/gcentor/bealshy/dd 140_dvugpricss,paf (Aceessed June 21, 2006)

jon® SSA's FY 2005 Performance and Accountability Report, page 9.
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8. Have the SSA screen LIS applicants
for participation in the Medicare
Savings Programs.™

State Medicaid offices are required to en for
MSPs when a person applies for the LIS, Un-
fortunately, the research has shown that most LIS
applications are not filed at state Medicaid offices, but
instead are processed by SSAY Since SSA processes
the vast majority of LIS applications, it should be
required to screen for MSP cligibility at the time of
the LIS application,

Implementation of this requirement is important
for applicants because participation in any of the
MSPs automatically qualifies a person to participate in
the full LIS Since many states have income and
asset limits for their MSP programs that are more lb-
eral than the LIS limits, more people would be qual-
ified to receive assistance under the LIS, Since SSA
already is collecting income and asset information for
the LIS applicatdon, it would be relatively easy for
employees to screen for MSP eligibility at the same
time,

We understand that $SA only can perform the
tasks that are assigned to it and for which it is allocat-
ed resonrees. If necessary, Congress should enact leg-
islation that would allow SSA to screen for MSP eli-
gibility while it is processing LIS applications and
provide corresponding funds to perform the job.

The National Academy of Social Insurance (NAST)
released a report in June 2006 tited “Improving the
Medicare Savings Programs.™ This report argues
that “Having SSA administer the Medicare
Programs would facilitate a natiomal outreach effort,
reduce the welfare stigma, and greatly simplify the

s6

For an explanation of M8Ps, foomores 7 through 10.

 bespi/ frowwkfforgmedicares

5 The foliowing states do nov have any asset
Delaware, Maine, sippi, and Vermont.

@

National Academy of Social Insurance “Report of the
Medicare & s Programs.™ June 2006. bupy//fwows
{Accessed June 21, 2006}

Sce the 2008 ABC Report, “Pathways to Suc
of pragram enrollees in accordance with appropri
i diaries 1o assist enrollment cfforts in

7 page 20,
¢ policy

wudy Panel on Medic
ast.ong s doc/ Tomproving, she Medicars, Saving

application process, and may well be the prerequisite
for achieving substantial increases in cnrollment.”
Having both state Medicaid offices and SSA offices
screen for MSP eligibility at the time of the LIS appli-
cation will result in many more people becoming
enrolted in the LIS

9. Require the Internal Revenue Service
{IRS) to assist SSA with tax-filing data,
providing SSA with the names of
Medicare beneficiaries who are likely
eligible for the LIS to better target
outreach efforts, while recognizing
privacy concerns,
Currently, SSA does not have access to crucial IRS
data that would allow it to better targer its outreach
for the Part D LIS. IRS data are used only for the
purpose of verifying income and asset levels after an
LIS application has been filed, The Administration
should encourage the sharing of information more
effectively among federal agencies for the purpose of
reaching out to more potential LIS beneficiaries. This
notion also is supported in the ABC “Pathways to
Success™ Report.®

The Health aod Human Services Office of
Inspector General issued a memo to CMS on
November 17, 2006, expressing concern that CMS$
and $8A need more cffective ways to identify poten-
tial LIS-eligible prople.® The memo points out that
data sharing among CMS, S8A, and the IRS already
occars under the Medicare Secondary Payer Program
pursuant to §1862(b)(5) of the Social Security Act,
enacted by the Omnibas Budget Reconciliation Act
of 1989.% Congress should enact legistation that

uplowd/ 7327, paf (Accessed June 21, 2006}

for any of their MSP programs (QMB, SLMB or QF-1): Alabama, Arizona,
Fhere is no asset te:

in Connecticut or New York for the QI-1 program only.

re/Masieaid Dual Eligibles: hmproving the
Programs.pif

“Removing barriers to the sharing of information—including lisrs
fegmards—among federal and state agencics and with designated
those most ik

eligible for the LIS

' Department of Health and Hugman Seevices, Office of the Tnspector General, November 17, 2006,

bsps/ S wwwaig bl gav/vei/reports/oei-03-06-00120.pdf (Ac

Match,

d Novernber 28, 2006).

2 According o the OTG memo, the sharing of information among these agencies @ known as the “IRS/SSA/CMS Data



would allow CMS and SSA to access critical income
and resource data contained in IRS files, thereby
allowing them to more aceurately identify potential
LIS eligibles. This information would allow these
agencies to target their outreach and enroliment
efforts and would result in increased envollment in
the LIS program.

In 2007, $8A will use information on gross
income from prior tax flings to implement a means-
tested system for the Pare B premium for individuals
carning more than $80,000. This data-sharing
arrangement provides an appropriate precedent for
using IRS data to better target outreach for LIS, IRS
data can be used to identify the individuals most like-
Iy to fall below LIS income eligibifity levels, including
Medicare beneficiaries who have not filed tax returns
because their income is below filing thresholds. This
information will allow SSA to intensify outreach
efforts by targeting the individualy most likely to
qualify for the LIS,

The vast majority of people Ieft to enroll in the
Part D LIS are seniors and people with disabilities
who have fimited means. Strategic partnerships
among federal agencies, sach as $SA, CMS, and IRS,
will allow for targeted outreach directly to these peo-
ple who are most likely eligible for this important
benefit. It is important that this sharing of data be
done in a way that safeguards the privacy of the indi-
vidual beneficiaries.

10. Enact a 30-day time limit for a
decision to be rendered on ali
completed LIS applications.

In the interim, Social Security should internally
implement a 30~day deadline for rendering a deci-
sion on all complete LIS applications. There should
be a specific timeframe in place from the time SSA
receives a completed LIS application to when a deci-
sion has to be made on the application, Tt
ingly difficult for applicants, ABCs, and other com-
munity-based organizations to help clients and fol-
low up with them, when they have no idea when
their application will be processed. It is also difficult
to know whether an application is pending, it it has
been misplaced in the system, or if the application
was ever received at afl.

ncreas-
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We urge SSA to internally implement a 30-day
time limit for a decision to be rendered on all com-
pleted LIS applications. Having a time limit would be
helpful to applicants and to third parties who assist
ats by allowing them to know when to expect
a decision in their case. SSA should attempt to con-
tact applicants via phone within the 30-day timeframe
if it needs additional information to process the appli-
cation before mailing the pre-decisional notice.

4

11. Mandate that prescription drug
LiS assi e should not be

when determining eligibility for other
needs-based programs.

The Part D LIS provides significant financial assis-
tance to low-income Americans in paying for needed
prescription drugs. The effect of the Part D LIS is
compromised, however, when reductions are made in
other needs-based assistance, due to receipt of the
LI$ benefit. Congress should pass legisladon to
ensure that beneficiaries do not lose other needs-
based benefits, such as food stamps, Section 8 bous-
ing, and Temporary Aid to Needy Families { TANF}
on account of receiving LIS benefits.

Forcing seniors and people with disabilities to
choose between the immediate need of their Section
8 housing and food stamp benefits and what they
may perceive to be a more long-term need of their
prescription drugs undermines the basic tenets of the
LIS benefit, Not allowing the Part D LIS assistance
to count against other needs-based benefits also sup-
ports the principle that Medicare was designed, in
part, to help seniors and people with disabilities in
paying for healtheare, so they were not impoverished
by the cost. Congress should ensure thar the benefits
that a senior or a person with a disability gains under
the Part D LIS are not offset by losing other needs-
based benefits.

12. Create incentives to encourage
Prescription Assistance Programs (PAPs)
to continue providing free prescription
drugs to eligible beneficiaries.

“or many years, Medicare beneficiaries without pre-
prion drug coverage have received prescription
drugs for free or at a nominal cost through more than
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150 Patient Assistance Programs sponsored by phar-
maceutical companies. In 2003, those programs
helped 6.2 mitlion uninsured or underinsured
patients obtain more than 17.8 million preserip-
tions. 5% It is estimated that in 2004, PAPs provided
84 billion in drugs to low-income beneficiaries. ™
Many of the programs provided free prescription
drugs to patients with incomes up to 200 percent of
poverty and higher, with no asset restrictions, thu
serving a significant number of low-income benetic
aries in need who lacked sufficient drug coverage and
were not eligible for the LIS or Medicaid,

Since the Part D program began in January
2006, many PAPs either terminated or significantly
scaled back their programs due to fears of violating
federal anti-kickback laws. Specifically, federal faw
prohibits people from offering or receiving remu-
neration to increase the use of a particular product
at the expense of a federal healtheare program.®

HCOME SUBSIDY

Many PAPs were concerned that providing pre-
scription drugs to low-income people would be
construed by the Office of the Inspector General
{OIG), as violating these provisions. The OIG
issued an opinion to prescription drug company
Schering-Plough in April 2006 in which it approved
the company’s PAP as long as it operated “outside”
of Part D and that it had stringent safeguards in
place. This opinion was tater interpreted to apply to
other PAP programs.

Because PAPs provide such valuable service to
low-income people, positive incentives should be cre-
ated for companies to continue to provide this help.
PAPs should be permitted to provide assistance with~
in Part D. Specifically, Congress should permit PAPs
1o provide free drugs in the coverage gap, or “dough-
nut hole,” and count an agreed-upon amount of the
free or reduced cost prescription drugs toward the
True Out-of-Pocket (TrOOP) limits,

8 Starement of NCOA President & CEO James Firman before House Ways and Means Committee on the implementation of

the Medicare Drug Benefit, June 14, 2006, betp://)

November 28, 2006)

* Wendy Krasner of Manatt, Phelps & Phillips at a presensation for the Novartis “Blug S

Summit held Seprember 19, 2006,

howst gon/bearings.asptfo )7 {Accessed

s and Brickwaork ™ Medicare

% See Federnd Register, Volume 70, Number 224, p. 70625 (November 22, 2005),
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VI. Recommended Administrative
& Regulatory Changes

1. Make all outreach materials,
instructions, applications, and

quent correspond from SSA
available in at least three additional
k i Chi and

guag
Vietnamese. If the SSA budget allows,
transiate the LIS application into other
common languages requested at SSA.
While we recognize that SSA has undertaken tremen-
dous efforts to reach out to non-English speaking
populations by making instructions and outreach
materials in different languages, we are hopeful that
we can continue this effort by working to make the
application available in at least three additional k-
guages——Chinese, Russian, and Vietnamese. S8A has
made the application and instructions available in
Spanish, and we are hopeful that it will do this for the
other three most-requested languages at SSA for
Retirement Claims.

"The application should have a bold space near the
top for individuals to indicate their language prefer-
ence, All further correspondence and communication
from SSA to that person should be in the designated
language selected. People who do not speak English as
their primary language have an especially difficult time
applying for the LIS and enrolling in a Medicare Drug
Plan. Social Security has recognized this problem and
made the instructions available i a number of lan-
guages other than English. The next step is to make
the application available in multiple languages.
Currently, 2 person can read the instructions in their
native language, but then must complete the actual
application in English or Spanish, This disjointed
process discourages people who speak languages other
than English or Spanish from applying because it is
<lumsy, confusing, and difficult to use. Moreover, it is

% Other commonly requested languages at SSA include, among others: Korean, Arabic, Armenian, Fi

fikely that this process increases the pumber of errots
that are made on the application, which may result in
applications being incorrectly denied and delayed.

To improve access to the LIS by Limited English
Proficiency (LEP) applicants, Social Security should
work expeditiously to ensure that applications are
available in the fanguages of regularly encountered
LED groups. According to the SSA Web site, after
English, the top four most-requested languages for
assistance in Retirement Claims are: Spanish,
Chinese, Russian, and Vietnamese.¥” Social Security
should work, within budgetary constraints, to trans-
late the LIS application and outreach materials into
these languages. Maving all of the LIS consumer
materals available in multiple langnages would help
to improve access to the subsidy.

IICERl Tor Five Language Preferences
for Retirement Claims for FY 03¢

RETIREMENT CLAIMS

Spanish 71,187
Chinese 7,441
Russian 3,694
Viemamese 3,006
Qther 2,581

S Source: bitpySwwmsagov/maslilonguage/ LEPPInn 2 b

Note: This chart does not include the Vingin Iands ov Puerto Rico.

si, and Haigan-Creole.

Deapy/wwwagor/ ninlsilanguage/ LEPPlan 2. (Accessed July 6, 2006)

¥ Butp s gov/musleilanguge/ LEPPlan2 bim (Accessed July 6, 20063 This report recommends using the same lnguage

groups

s requested by Retirement Claims, as rerirement claimants are a similar group o LIS applicaots.
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Making the instructions and applications available
in, at a minimum, the languages most reguested for
Retirement Claims is also consistent with Executive
Order 13166, which recognized the need for federal
agencics to improve access to federally conducted
programs and activities by people with LEP®
Subsequent Department of Justice (DOJ) memoran-
da on EO 13166 specified thar “all federal agencies
... must create or modify plans.. .to ensure meaning-
fal access for LEP individuals to the important bene-
fits, services, information, and rights provided by the
agencies themsclves.”?

We understand that SSA has gone to great efforts
1o develop their optical scanning process to ensure an
efficient application process. While we acknowledge
that during the initial enrollment period, this has
expedited the application process and reduced admin-
istrative costs, the need to make extra, specialized
efforts to find and enroll the remaining, partcularly
difficult-to-reach population supersedes these con-
cerns. Specifically, the benefit of making the LIS
application available in the most frequently requested
languages {other than English and Spanish) out-
weighs the additional time it may take ro manually
process these LIS applications.

o

2. Have each SSA field office employ at
least one dedicated worker specifically
assigned to process LIS applications,
benefiting both the applicants and
Social Security by streamlining the
application process and providing
expert assistance.

Because of the complexity of the LIS program, each
loval SSA office should have a worker wheo is dedicat-
ed solely o the processing of LIS applications and
fielding que: taining to the program. An
individual needs specialized skills and knowledge to
efficiently assist people with LIS applications. A single
point of contact would be helpful to both SSA and
potential LIS beneficiaries, We recommend that, if
possible, there also should be a back-up LIS designat-
ed worker at each office. The back-up designated
worker would step in if the primary designared work-
er was on vacation, on sick leave, or if he or she keft
the local office.

fons p

Recognizing that some ficd offices have only lim-
ited staff on site, we recommend that in those cases
there be a dedicated worker who covers a few offices
or a particular region, depending oo the circum-
stances of the avea. ABC and NCOA would be happy
to di potential options to come up with the most
efficient and effective plan possible.

The S$A office would not have to spend consider-
able time and resources training all employees on the
LIS program if there was one designated LIS worker
and one back-up worker available to assist LIS appli-
cants. This would allow for the designated SSA repre-
sentative to become an expert in LIS and provide
clients with prompt and accurate answers to their
questions. A dedicated worker also would be usefud to
local community-based organizations that try to con-
tact $8A to assist their clients, We have been receiving
veports from ABC members that they have had prob-
lems getting a person from SSA on the phone in a
timely fashion who could answer their questions
accurately.

The model of the dedicated worker for a specific
SSA program is not unfamiliar to SSA practice.
Currently, focal SSA offices have representatives who
work solely on processing $SI applications and others
dedicated to working on HIV/AIDS disability
This system is cfficient, as the dedicated worker can
become an expert in the ficld and can work directly
with applicants to make sure they have all the infor-
mation they need and that all the information is cor-
rect. Given the complexity of the LIS program, it
would be very difficult for all SSA field office employ-
ecs to know the particular details of the program.
Having dedicated LIS employees allows S§A eraploy-
ces to become experts on the topic, climinates confu-
sion for the client, and strengthens trust between
both parties.

3. i the LIS ion to allow
applicants to designate a third party to
assist them through the LIS application
process.

A person so designated should be abk to obtain
information from SSA regarding the LIS application,
including status reports, and the designee should
have the authority to provide information to $8A on

* fixeeutive Order 13166, Sec. 2. August 11, 2000, bespr/fwwmusidof gov/ertifeor/Pubs/volep b (Accessed Tuly 6, 2006)

R

DOY Memorandum,

ixecutive Order 13166 (Improving Access to Serv

sr Persons with Limited English

Proficiency) hesp/ i ssoj gov/ers/cor/p/ Buyd il 2002 hem Yoly 8, 2002 (Accessed Tuly 13, 2006)




behalf of the applicant. Since Medicare Part 1 began
in January 2006, many applicants have sought out
ssistance from family members
community-based organizations. These trusted indi-
viduals have helped with the LIS application and with
the selection of a DPrescription Drug DPlan.
Beneficiaries may prefer that this person continue to
them by speaking with SSA on their behalf and
acting as a laison for them. As such, the LIS applica-
tion should be amended to include a space for the
applicant to designate a third party to assist them
through the application process.

Under the current system, a third party often helps
a person complete and file the LIS application, but is
then unable to provide that applicant with any other
information, assistance, or advocacy regarding the
status of the LIS application. Third parties have
encountered problems when applicants come back
after the application has been filed and say they
remembered something that should have been
included, removed, or changed. Another problemat-
ic situation arises when individuals come back to the
advocate who helped them file the application and say
they have not heard from SSA for a long period
regarding the application. Currently, clients are the
only ones able to inquire about their status and com-
municate with SSA regarding their eligibility.

If an applicant designates a third party, such as a
community-based organization, family member, or
friend, that party should be able to interact fully with
SSA on the applicant’s behalf, SSA could amend the
LIS application to include a safficient consent for
release of information, which would allow S8A w0
interact with a third party on behalf of the LIS appli-
cant, For example, SSA currently uses the $SA-3288
0 allow a person to consent to the release of infor-
mation from $SA 1o a third party. Once this consent
is released, SSA can provide personal information to
the third party on behalf of the applicant, which
would allow them to assist the applicant. We believe
that the SSA-3288 can be amended and included on
the LIS application to allow SSA to release informa-
tion to a designated third party.

A designated third party appointed by the appli-
cant also can be a benefit to SSA. Should $SA need
more information from an applicant, contacting the
third party can expedite the process. Additonally,

7t NUMIDE
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should SSA need to explain something to the appli-
cant, it can work quickly with the third party to trou-
bleshoot any issue with the application. These isswes
vary significantly from region to region and from
Social Security office to Social Sceurity office.
Allowing a person to be designated as a representative
would make the LIS application process much more
efficient and encouraging for both the applicant and
SSA.

Allowing a third party to be designated also would
encourage people to apply for LIS who might not
otherwise do so, Tf beneficiaries knew they could get
= ce throughout the entire process from a trust-
ed third party, they would view the LIS application
process more favorably,

4. Use both payment records and
NUMIDENT” records when checking
personal information for LIS applicants
to ensure that assistance is not delayed
to otherwise eligible beneficiaries or
that they are not denied assistance
because of incorrect information in the
Social Security database.

Many applicants for the LIS use their Social Security
check or statement to obtain information for the LIS
application. Applicants often use the Social Security
number, spelling of their name, address, ete., as it is
printed on these documents, because they assume
that the information is correct as histed. Under S$As
current systerm, when a person files an application for
the LIS, his personal information is checked against
the Soctal Security NUMIDENT records, If the per-
son’s application does not magch these records, they
are not able to apply online, If they are working with
an informed advocate, the application is forwarded to
a field officer who is charged with correcting the mis-
match,

A person’s information may not match the infor-
mation in the SSA NUMIDENT records for multiple
reasons. Widows may provide their deceased hus-
bands’ Social Security number because that is the
number they use for Medicare benefits. Often, the
error has to do with the spelling of the name on the
Social Security check or statement that the applicant
refied on. Another common error oceurs around the
use of middle names and initials that have been left

is an acronym used by Social Security to mean “Numerical Identificadon.”
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out of the application. Some applications with names
of Asian descent have been delayed because SSA list-
ed the order of their names incorrectly, entering the
tast name as the first, on the Social Security check or
statement. Another complication has arisen since
Augnst 2006 when SSA began requiring information
on a person’s date of bireh, We are finding that many
immigrants’ date of birth information does not match
that on record with $8A. The Medicare Rights
Center (MRC) has advised that as many as one in ten
clectronic applications has been delayed because an
applicant's information did not perfectly match the
general Social Security payment records and had 1o
be mitigated with the SSA regional office before
MRC could submit the application clectronically,

Despite significant cfforts, it has been shown that
focating and filing applications for LIS eligibles have
proven extremely difficolt for SSA and local commu-
nity organizations. The determination  proc
should not be made more challenging because of an
inability to input an individual’s application informa-
tion duc to conflicting information in computer
records. Having personal information checke:
against both SSA sources will ensure that otherwise
cligible applicants are not unnccessarily delayed assis-
tance or denied LIS benefits.

Under the current system, when people are unable
to apply because of the information in the SSA com-
puter records, they cither believe they are not eligible
and therefore miss out on the LIS benefir, or they
need to challenge the information in the Social
Security records. Without the assistance of a person-
al representative or advocate, however, many poten-
tial LIS beneficiaries may not know that they should
chaltenge the information as listed, The current s
tem creates more work tor SSA because individuals
may re-sabmit an LIS application and /or may work
to have their information changed in the Social
Security files. It would be far more efficient and
expedient to have a system in place from the begin-
ning that verifies information in all the available SSA
databases for a correct match, rather than delaying an
applicant the valuable LIS benefir based on fauly
information in one database,

e

5. Maintain a link from the online LI$
application to a Web page that pro-
vides seniors and people with disabili-
ties—as well as their family members,
friends, or advocates—state-specific
information on other public benefits
for which they may be eligible.
Peaple applying for LIS assistance are likely eligible
for other needs-based benefits programs. Having LIS
applicants apply for other needs-based programs at
the time they are applying for LIS is an effective and
cost-cfficient way to enroll more seniors in the needs-
based benefits for which they are eligible. Technology
that also links people to the LIS application after
completing the application for other needs-based
programs, such as food stamps, is also an efficient way
to enroll more eligible seniors. The correlation rate
between people who are eligible for LIS and other
needs-based programs is high. The following chart
illustrates the rate at which people who screened eli-
gible for LIS are also eligible for other needs-based
programs. { Table 4, next page]

$SA should create a link from the online applica-
tion page to a Web page where the apphicant, advo-
cate, family member, or friend can tearn about other
avaifable needs-based benefits programs and how o
apply for them. In addition, SSA should provide
state-specific fnformation with the LIS decision letrer
on where applicants can go for other needs-based
benefits. ABC and NCOA are looking forward to
working with SSA to make this link work with the
current $SA rechnology.

6. Rework the LIS application to
provide further instruction and clarity
to the applicant and to people who
help the applicant on the questions of
jointly owned assets and provide space
for further explanations,

As currently written, the questions on assets are diffi-
cult for applicants and people assisting them to com-
plete with regard ro accounts that arc owned by mnl-
tiple people. The application should provide more
detailed instructions about what qualifies as a joint
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TABLE 4 Benefits Correlations™
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asset for both single and married beneficiar
how this is to be indicated on the LIS application.
The questions on the current application make it very
difficult for someone with a limited education to
complete accurately. The LIS application also should
inchude space for applicants to add any explanations
they fect are needed. For example, jointdy owned
assets may be exempt if the applicant is unable to dis-
pose of them within the specified time period.

The LIS application should provide space for
applicants o exphin why certain assets may be
exempt, Assets that cannot be converted to cash with-
in 20 days arc not counted™—it would be much
more efficient for the applicant 1o be able to explain
this to 8SA from the outset. The current LIS applica-

7 §SA Programs Operations Manual (FOMS) § BT 03030.001

tion requires applicants to include the value of these
assets, but provides no space to explain the asset and
rebut the preswmption that the assets should be
counted, Not having clear instructions as to what
counts as an asset results in many LIS applicants
being denied who should not have been. The benefi-
ciary not only experiences a delay in accessing afford-
able medication, but has the added responsibility to
file an appeal in order to justify cligibi Time and
resources can be saved for both applicants and $SA i
applicants have the opportunity to provide an expla-
nation at the time of filing their application.

We understand that $SA has been using an LIS
application that can be optically scanned in order to
make the application process as streamlined and effi-
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cient as possible. We appreciate SSAs efforts on this
front, but believe that now that the initial enrollment
period has ended, we need to be increasingly respon-
sive to the special needs of the remaining beneficiar
ies left to enrell. Providing these individuals with
additional incentives to apply—namely an application
form that better meets their particular needs—awill
result in the enrollment of more of the LIS eligible
beneficiaries,

7. Have SSA and state Medicaid offices
inform people who are denied LIS
benefits due to excess resources, but
who are income eligible for LIS assis-
tance, that they might want to see a
ity-based or ization or legal

services group about steps they could
take to become eligible for LIS.
As stated carlier, many people have incomes low
enough to qualify for the LIS, but are denied desper-
arely needed assistance with their presceription drugs
due to excess resources. When SSA or the state
Medicaid office determines that an applicant is not
cligible for LIS due to excess resources, the agency
should refer the applicant to an outside organization
that could advise the applicant of acceptable ways to
dispose of the resources to become eligible for LIS, If
applicants knew that they could spend their excess
assets on certain allowable expenditures to become
cligible for LIS or convert their liquid resources into
non-fiquid resources, many more people may use
these suggestions and, in tumn, would qualify for the
program. As each person’s situation would be unique,
the community-based counselor or legal services
group could counsel individuals as 1o what would be
best for their situation. For example, individuals
could be informed that if they needed o renovate
their kitchen or repair their roof, they could do so
within the Part D LIS eligibility rules without the
expenditure affecting their LIS cligibility.

Currently, an applicant can affirmatively request a
referral from SSA for a local community-based organ-
ization or legal scrvices group for counseling, We

believe that many more people would be served if
SSA. antomatically included this referral information
with the decision lerter—instead of waiting to be
asked~-s0 that everyone would benefit from the
available referrals.

8. Rewrite the paragraph immediately
preceding the signature section on

the LIS application so that it is less
intimidating and threatening

The LIS application should be rewritten to remove
the fanguage, “IL/We understand that anyone who
knowingly gives a false or misteading statement about
a material fact in this information, or causes someone
¢lse to do so, commits a erime and may be sent to
prison or may face other penaltics, or both.” NCOA
has received feedback from ABC members that syany
senfors and people with disabilities are reluctant to
sign the application with this harsh statement. LIS
applicants feel that if they write something down
incorrectly or mistakenly, they may face the possibili-
ty of going to prison.

SSA can rewrite the section so that it still achieves
its objective—deterring false mformation—while at
the same time not intimidating people away from
applying for benefits. The SSA regulations only
require an attestation under penalty of perjury
regarding the fevel of assets or resources.” There is
no language in the regulations that requires the appli-
cation form to include the threat of imprisonment for
providing knowingly false or misleading information.
Other government forms have penalty of perjury sec-
tions that are not nearly as dense and Jegatistic as the
one on the LIS application. For example, the IRS
1040 form simply states, “Under penalties of perjury,
I declare that 1 have examined this return and its
accompanying schedules and statements, and 1o the
best of my knowledge and belief, they are true, cor-
rect, and complete.”” This statement is a reasonable
protection for making sure that people provide accu-
rate information, yet at the same time does not dis-
courage Medicare beneficiaries from applying for LIS
benefits for fear of fncarceration.

™ See §1860D 14(a{ 3) )it} of the Social Securiey Act. brep/fwwwisa grov/OF_ Home/ et/ title 18/ 1860014 hrn

{Accessed January 16, 2007)

SRS Y040 bezps/ s gon/ pish/ivspdf 1040 paftporter=3 (Acce

sed August 2, 2006)



97

A REPORY TO THE NATION FROM THE ACCESS YO BENEFITS COALITION & NAVIONAL COURCIL ON AGING

9. Shorten and simplify the decision
letter SSA sends to LIS applicants to
assist beneficiaries who may have diffi-
culty comprehending long documents.
The ABC is concerned that the current lerter’ SSA
sends to LIS applicants informing them whether they
qualify for the LIS is unnccessarily complicated and
not user friendly. A good number of the people who
receive the current decision letter are unable w read
ir due to factors such as limited education or mental
health problems. The letter should be rewritten so
that someone at a fourth-grade reading level can
understand it,”7

For example, the lerrer should clearly state near the
beginning that individuals could reapply for the pro-
gram at any time If they feel their situation has
changed. Without that being dearly stated, many
people do not know that they should reapply for the
program in the future.

Furthermore, the reasons a person was denied
LIS assistance should be clearly listed in the letter
SSA sends. Simply stating that a person’s income is
over 150 percent of the FPL is not helpful to most
people. 1t would be more helpful o exphin the
applicant’s income and resources and why either
their income or resource levels have made them
incligible for the Part D LIS, The decision letter
should be treated as an opportunity to edacate peo-
ple and serve as a guide for future contact with the
program. Providing a clear explanation to benefici-
aries climinates confusion and frastration, enabling
them to understand why they are not currently eli-
gible for LIS benefits, but how they may become
eligible in the future. The letter currently does not
accomplish this because most people have difficulty
understanding what it means. ABC and NCOA
would appreciate the opportunity to provide
detailed comments about how the initial decision
ferter and the appeals decision leteer can be revised
to make them more @ ible and useful to more
people.

10. Amend the LIS application and
allow space at the end, but before the
signature, for applicants to write any
further explanation they feel necessary.
Both the online and paper applications for the LIS
should provide space at the end of the application
(but before the signature) for an applicant to provide
explanations to questions they feel they need further
clarification. On other applications and forms, SSA
allows space for the person filling out the form to
provide additional information. The SSA-632
“Request for a Waiver of Overpayment”™ has a section
at the end entitled “Remarks,” allowing individuals
o write in any further information they deem neces
sary. Providing the same opportunity on the LIS
application should not prove to be administratively
butdensome.

We understand that SSA s concerned with keeping
the LIS application in an optically scannable form.
However, as stated eardier, the remaining LIS cligibles
are a distinct number of people who need additional
attention and who would bencfit from an application
that more closely meets their specific needs. by terms of
adding time to §SA employees by requiring them to
manually review applications with handwritten notes,
we believe this tme will be mininal, as not everyone
will include explanations. Tt also will save time by
requiring fewer appeals because people can present nec-
essaty information at the time of application. If individ-
uals have an opportunity to cxphin their situation on
the original application, there will be less of a chance of
them needing to appeal a decision that was not based
on their complete circumstanees.

Because applicants must sign the application under
penalty of perjury, many seniors and people with dis-
abilities are uncomfortable sending in the application
without having the opportunity to fully explain their
answers. Providing beneficiaries the opportunity to
explain their circumstances will help encourage them
to apply and will streamiine the process for SSA by
cutting down on unnecessary appeals.”

7 An example of the current decision letter fssued by SSA is attached as Appendix D.

3 ensure that a ma
fow as the fourth grade level ™ (Accessed June 8, 2006)

The LIS application is included in Appendix C.

Sec hets/ wwepic.org/ privicy/atha  vilirs pf Staement of Wi
udience can understand a document, it

fam Lutz, professor of Eoglish and expert on linguage.
cxperts recommend that a document b written as
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11. Provide states with asset and
income data that allow state Medicaid
offices to screen and enroll Medicare
beneficiaries in Medicare Savings
Programs.

Currently, S8A only plans to provide states with
“leads data” on LIS applicants. The leads data include
information such as names and mailing addresses
income as a pereentage of the Federal Poverty Level,
whether the income is for an individual or couple,
and whether assets are above or below LIS limi
Because states have varying asset and income criteria
for MSDs, the leads data does not provide the states
with sufficiently detailed income and asset informa-
tion to determine MSP cligibitity. A 2006 report by
the Medicare Rights Center argues that the fack of’
specificity in the available data limits its value for state
outreach efforts for MSPs which, like other needs-
based benefits, also remain significandy undersub-
scribed after many years. Legal ana shows that
privacy concerns should not prevent SSA from shar-

™ For a discussion of how data from §$A could help stares envolf more people in the MSPs,
the Medicare Rights Center section entirled, “Overcoming Privacy Concerns: How Appl
rings Programs” §

Subsidy Can Boost Enrollment in Medicare
i dr/ Roporis/C

ing income and asset data that is more derailed ™ If
SSA still has privacy concerns, it also could include
language on the LIS application informing people
that it will share information with the states 1o assist
them in determining eligibility for MSP programs.
AARP suggests thar the LIS application include lan-
guage such as, “Information may be shared with your
state to sec if you are eligible for extra help through
state programs that help pay Medicare bills. Stare offi-
cials may contact you if additional information is
needed for this.”

1 SSA were to provide more detaited leads data to
states, the states would be able to determine MSP eli-
gibility using the $SA-provided information without
receiving an application from a potential beneficiary,
This would increase participation in the various
MSPs, which historically have been undersubscribed
and also increase the number of people eligible for
the LIS benefit. Again, information should only be
shared between SSA and the states in a manner that
cnsures its safety and privacy.

see The State Sotutions Report by
ant Daiz for the Part D Low-income
Solutions, May 2006,

2/ e

" See abuve

port

20Concorns paf (Accessed Tane 19, 2006)
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VII. Conclusion

he Medicare Modernization Act, with the Part
D prescription drug coverage and corvespon-
ding Low-Income Subsidy, promised to pro-
vide improved access to prescription drags for seniors
and people with disabilities. Great strides have been
made to provide drug coverage to the 43 million
Medicare beneficiaries, vet for millions of beneficiar-
ith Bimited income and resources, the promise
has not been fully realized.

Despite the commendable efforts by SSA and
CMS, a great deal more must be done to reach out to
and sign up the 3.4 to 4.4 million people remaining
who are cligible for the LIS—comprised of those with
no drug coverage, those people who lost and still
have not regained their deemed status in 2007, and
those LIS cligibles who we belteve are enrolled in
plans but do not know they are eligible for the sub-
sidy. Finding and helping beneficiaries with limited
means apply are essential to the overall success of the
program, because they can least afford the prescrip-
tion drugs they need and as such, stand to gain the
most from the benefit.

Removal of the asset test is eritical to increasing
enrollment in the LIS, as people with very low
incomes are being denied desperately needed as
tance with their prescription drugs. Other barr

fes

to enroliment should alse be eliminated, such as
permitting LIS eligibles to apply for LIS and choose
a plan without penalty at any tme. In addition,
funding the nationwide network of enrollment cen-
ters as authorized in §202 of the Older Americans
Act will lead to significantdy more LIS cligibles
enrolling in the program.

Needed improvements will only come to the Part
D LIS if members of Congress, 884, CMS, and advo-
cates across the country join together this year in a
coflective “call to action™ to make improvements to
the program and invest in proven strategies to find
and envoll the remaining LIS cligibles. Greater, more
targeted cfforts must be focused on this goal. We
urge lawmakers and Administration officials to care-
fully consider the proposals in this paper, which will
ensure greater access to this needed assistance for
people with limited means. ABC and NCOA encour-
age CMS and SSA to continue their commitment to
improving the LIS and ensuring that concerns of vul-
nerable, low-income seniors and people with disabili-
ries are a top priority. We urge the corporate and phil-
anthropic sectors to increase their investments in this
area, We also challenge our fellow advocates to renew
and strengthen their efforts to improving access to
benefits for this population in greatest need.
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APPENDIX A:
Goals of the Access to Benefits Coalition

he goal of the Access to Benefits Coalition is to quickly and measurably educate
Medicare beneficiavies with fimited incomes, help them make informed choices
about Medicare Prescription Drug Coverage, and assist them in applying for Extra
Help if they qualify. The Coalition accomplishes its goals through:

Developing and using the best-available knowledge from the public and private
sectors about best practices and cost-effective stiategies for reaching and enrolling
Medicare beneficiaries with limited incomes and resources;

Activating and supporting nationwide community education and outreach, focused
o reducing confusion and providing beneficiary support in decision-making and
enrollment;

Developing and implementing public information and outreach campaigns;

Developing a robust decision-support twol to help consumers make

optimal choices; and

Mobilizing widespread support and participation in national, state, and local
Access to Benefits Coalitions.

Source: beep/wwnaccessobenefits.ong/ Abouth20Us/

A ACCESS T0
S BENEFITS
COALITION™
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APPENDIX B:
List of Nationwide ABC Coalitions

 People who qualify for the Extra Help through the Medicare
. Prescription Drug Coverage can join a Medicare'drug plan anytime
between now and December 31, 2006.

We Can Help.

Those who gualify for the Extra Help through the
Medicare Prescription Drug Coverage {also cafted
Medicare Part D) now can sign up for a Medicare
drug plan without penalty before the end of 2006,
This Extra Help from Medicare pays for 95 percent
of a beneficiary’s drug costs on average.

The Access 1o Benefits Coalition helps senjors and
younger peaple with disabifities get access o the
prescription coverage they need, including the
Extra Help avaiable from Medicare. The coaliion
includes more than 100 national members and
hundreds more community-based organizations in
more than 42 coalitions in 33 states and the
District of Columbia.

ABC helps people with Medicare find out if they
qualify for the Extra Help and envoll in the pre-
seription coverage that makes sense for them.
Using ABC's sophisticated web-based technology,
trusted focal organizations in comimunities across
the country provide ong-on-one counseling and

i to tens of of
Medicare beneficiaries with limited incomes and
resources. (Visit www.BenefitsChecktp.org 1o see
the web-based services AR provides.)

See reverse for listing of ABC Coalitions.

Join us in finding Extra Help and drug coverage for those who need it moét.

www.AccesstoBenefits.org
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42 Coalitions Nationwide

Local and state ABC coalitions are working to educats and entolt Medicare bensficiaries with fmited incomes in the Extra Help available

through the Medicare Prascription Drug Coverage, as well as other public and private prescription savings programs.

CONTACT YOUR LOCAL COALITION,

KLABAMA GEGREIA
TARTOG Area Agnney if ission, AL
Hunsife (256 800813 Mt (33 865307
ARIZOHA WA
Govetnor's Offc fo Cildon Youth  Horitage voa Aganey on g
and Families Cedar Ragids: 131%) 3985958
Fhesrikoson: (52036286382

HLLINOIS
CALIFORAEIA a2 fgarcy on Mging ofSW inis

City of Las Angeles Dept of ging

Los Rngels County: 213) 250-4043
Gl on Agtg

Crange Saunty: (P14 5600923
Cansmer Canter for Halty,
Sducation & Advoracy

San iege: 6199 4712612

Serior Aetion Nolwork

San Francistakland: 415} 546.2088

SOLURARO

Senior Beriefts Program
S Anthwury flospitals
Genver: {303} 839-3581

DISTRIGT OF
COLUMBIY

{OKA Somior Serviess
Hashington DC; 202 986-1035

FLORIDA

Area Agoncy on Aging of
PaseofFinsiias

St Petesteg/Ceansater:
727) S70.965 ex 234
Sepior Resoupce Alfance
Qetande: (407) 223-1836

Area Ryanoy ot Aging of Palm
Beachyreasige Goast

Paim BeachBoca Rt (889 §88-121
Yest Central Hlorida Area

Agoney o Aging
Tmnpe: (813 JA0-3988 e 245

Bellevifie & Stiouis, B:
618) 222- 1581

Ay Optians

Oak ork: 208) 3830258
1HDIANA

1WA Edusation istitte
indanapalc {317 3034500
KENTUCKY

Greg River Aroa Dovelopment Bistizt
Ouenchoro: (800} 8289084
LOUISIANA

Tt Now Oleans Councilon
AgingSeniohx

s Oleans: (883) 922-8522
MASSACHUSETTS
Aot ot Boston Comaty
Taselopmart, e

Baston: {617 357-6080
MARYLAND

Saltinors ity Commisiont o A
and Retizement Edyeation
Gl L10) 964952
WAINE

togat Soniees for tho Elderly
(Statosiel 1207 8210087
NICHIGAN

Dutpoit Area Agorey on Aging.
Detroit. 313 436-848

MINHESOTR

Minnesota Soniot Federation

Hiemapdis- St Poud: (651) 7835008

HISSISSIPPY

Hississippi Dapartimort of Human
srvices

{Stateside: 800} 353-28385

MISSOURE

Area Ageniey o Aging of SW Hinols

St touis & Bellevilie, 1L (518 202.2561

HONTANR

Hissoola Aging Services

Mhssada, TARTRE

NEW HAMPSHIRE

Hew Rampshire Health lnsurance,

Counsaling, Education & Assistance

Setvices

Coneard:

REW YORK

Hadicaro Rights Conter

K York: (8881 795-4627

NORYH CARCLINA

Sarfory fealth tnstanca

ntormation Proggam

Raligh: (919) 2076900

GHiO

Gaeal Qb Area Agency on Aging

Cobursbus: 30} 648-1175

Clevaland Dept. of Aing

Clovelands (216} 421-1350 et 122

Aroa Office ont Aging.
of Nortiueastarn Ohio
Teedo: (309} 472-7237

GKLAHOMA

LIFE Senior Services, Tne.
Tulsa: 918) 664-9000

23388

Detailed contact information can be found at:

www.AccesstoBenefits.org

OREGON

Clackamas County Seciaf Sorvices
ok Brove & Clark County, WA:

508) 358427
PENNSYLVARIA

CARIE

Philadelphia- (115) 5455728 ot 788
SOUTH CAROLINA
Sammoa-lynelns drss Kganey on Aging
ey (333 775738
TENNESSEE

Hnanitle-¥not County Community
Action Comimites Gfics on Aging.
Fonowi: 385) S24-278

TEXAS

Garar fyea fgsney on Aging

San Aevria: £210) 382-5307

Area Agency on Aging of Harris County
Houston: {713) 794-9068

1AM

Salt Lake Counly Agiog Serviess
Salt Late City: (801} 468-248
VIRGINIA

Serio Services of Soufnastan

Virginia
Nerklk 757) 3639207
WASHINGION

Dackamas Courty Sotisf Services
ark Courty & Uak Grove, OR:

1503) 635-8427

WEST VIRGINIA

Wost Visginia Primaty Cars

Association
{Statewide). (304} 3460032
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APPENDIX C:
LIS Application Form

Social Security Administrati
Important Information

N ONLY
OV COMPL 3 PAGES.
THIS 1S

You may be eligible to get extra help paying for your prescription drugs.

“The Medicare Prescription Drug progeam began on January 1, 2006, The program
gives you a chofce of prescription plans that offer various types of coverage

You may be able to get extra help to pay for the amnual deductible, premiums and
co-payments related to the Madicare Preseription Drug prograwm,

But before we can help you, you must 61 aut the application, put it in the
enclosed envelope and mail it today, Or you may complete an online application
at www.socialsecurit; ¢. We will review your application and send you a letter
0 Tet you know if you qualify for extra help. We also will send you information
about the Medi Prescription Drug program, To use the extra help, you must
enroll in a Medicare Prescription Drug plan.

1f you need help completing the application, call Social Security at 1-808-772-1213
{TTY 1-800.325-0778). You can find more information at ww falsecurity. goy.

1f you need ink iom about the P
1-800-MEDICARE (TTY 1-877-486-2048) or

n Drag pro

Mail your application today. We will give you a decision abont whether you qualify
for the extra help.

(s B Gomho X

Jo Anne B. Bambart
Commissioner

Forn $$A-30E0B-CCR-SH-INST(12-2006)
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DO NOT COMPLETE, THIS 1S NOT

General Instructions for Comﬁléti ggthe
Application for Help with Medicare
Prescription Drug Plan Costs

e 10 Provide Extra Help in Paying for Your Drug Expenses

Do you (or the person you are helping apply) have Medicare and
Supplemental Security Income (S81) or Medicare and Medicaid or does
your state pay your Medicare premiums?

I the answer is YES, do not complete this application because you automatically will get the
extra help. You will receive another Jetter about how you will receive th a help. If the answer
is NO or NOT SURE, please complete this application. Please read the following instructions and
guidelines before completing this application. Complete all questions unless otherwise aoted.

How To Complete This Application

« Use BLACK INK or a #2 pencil;

+ Keep your numbers, letters and Xs inside the boxes; use only CAPFTAL letters:

« Do not use dollar signs when entering money amounts. The dollar sign is preprinted; and
+ Ceats can be rounded to the nearest whole dollar,

s

Put an X in the box. DO NOT fill
in or use check marks in boxes.

| O®

Use capital o
tetters when ABCD

entering answers

CORRECT INCORRECT

If You Are Assisting Someone Else With This Application
Answer the questions as if that person were completing the application. You must know that person’s
Soctal Security number and financial information. Also, complete Section B on page 6.

Completing Your Application
You may complete the online application at
pre~add

iglsecurity,goy or use the enclosed
ed stamped envelope 1o return your completed and signed application to:

Social Security Administration
Witkes-Barre Data Operations Center
P.O. Box 1020

Witkes-Barre, PA 18767-9910

Return the entire package in the enclosed envelope. Do not include any attachments. IT we need
mote irformation, such as statements from financial institutions, we will contact you.

1f You Have Questions Or Need Help Completing This Application

You can call us (ofl-free at 1-800-772-1213, ot if you are deaf or hard of hearing, you may call our
TTY number, 1-800-325-0778.

Forn SSA-30208~0CR-SN-INST(12-2008) Page )
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DONOTCOMPLETE. THIS IS NOUAN APPLICATION.

fma%‘a Form Approved
{5 OMB No. BLO-Ob%L
o
Application for Help with Medicare FOR OFFICTAL USE ONLY
Prescription Drug Plan Costs
THIS DOES NOT ENROLL YOU IN THE wepoc g
MEDICARE PRESCRIPTION DRUG PROGRAM. State code: Exception:

1. Applicant’s Name (Print each leiter in a separate hox.)
FIRST NAME MI

LAST NAME SUFFIX (Jr, St eic)

CIAL SECURITY NUMBER  APPLICANT’S DATE OF BIRTH
(MM-DD-YYYY)

APPLICANT’S S

2. If you are married and living with your spouse, please provide the {oltowing information
for your spouse. 1f you are not currently martied oryou do not live with your spouse, skip to

fquestion 3.

FIRST NAME MI
LAST NAME SUFFIX (Jr, Sk, ete)
SPOUSE’S SOCIAL SECURITY NUMBER SPOUSE’S DATE OF BIRTH

(MM-DD-YYYY)

I your spouse has Medicare, does he of
she also wish to apply for the extra help? ‘ YES . NO

3. If you are single, a widow{er) or your spouse does not ive with you, are your savings,
inpvestments and (other than your home) worth more than $11,7107 If you are married
and tiving t hey worth more than $23,4107 Include the things you own by yoursell,
with your spouse or with someone else. Do not include your home, vehicles, burial plots or
personal possessions.

. ygs Hvouputan Xlin the YES box, STOP. You are not eligible for the 1 help and you
do not need to return this application to us. If you need a letter with this decision, sign
the application on page 6 and return it fo us.

- NOor NOTSURE 1 you put an Xlin the NO or NOT SURE box, complete the restof
this application and return i o us.

Form SSA~3020B-0CR-SM~INST(1e-200) Page 2
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. DO NOT COMPLITTE, THIS 1S NOT AN APPLICATION.

If you put an X in the NO or NOT SURE bex in question 3, answer all of the

following questions. If you are married and living with your spouse, you must

answer all of the questions for both of you.

4. Please cnfer the money amounts of bank accounts, investments or cash that either you, your spouse
{if marded and living together) or both of you own in the bo
you own with another person, {(faclude only the doliar figure

ng together) do pot own an jlem liste
an Xl in the NONE box.

your spouse (if marrie ither separately, jointly or

with another person, pl

|

« Bank accounts {checking, savings .
and certificates of deposit) l NONE W — 3 - v -i
* Stocks, bonds, savings bonds,
mutual funds, Individual Retirement N
v o NN BN B

Accounts or other similar
investments

. Any other cash at home or .
o v EEEE HEEE D

anywhere else

with a total face value of more than $1,5007 Answer for you
> Tives with you. I you answered NO for both you and your

5. Do you own life insurance polici
and for your spouse if your spous

spouse, go to question 6,
YOU: . YES ‘ NO

SPOUSE {if living together): . YES . NO
¢ YES for cither of you, how much money would you get if you turned in your
tor the amount. If you answered YES for both you and your spouse,
s is not the face value of your policies. You may need to call your

¢t to use money from any of the sources listed in guestions 4 or $ t pay for funeral or
9

K YOU: . YES . NGO

SPOUSE (if living together): . YES . NO

¥ you ans
policies for cas
enter the combined amount. {
insurance company to help answer this question.)

7. Other than your home and the property on which it is locatad, do you {or your spouse, if married

and living together) own any real estate?
By Bro

Ferm SSA~LOBOB-0CR~SH-INST(22-2008) Page 3
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D) NOT COMPLE THIS 1§ NOT AN APPLICATION,

f’“m‘%
Wl
8. Your houschold size may affect the amount of help you can get. Tharefore, we need to know how
many relatives who five with you {and your spouse, if married and living together) depend on you
or your spouse to provide at least one-half of their financial support. Relatives may include anyone
related to you by blood, mariage or adoption.
How many relatives who Hve with you and your spouse depend on you of your spouse 1o provide at
feast one-half of their financial support? Do not include yourself or your spouse in this number.
(Place an Xl in only one box.)
NONE 1 2 3 4 s (3 7 8 9 ormere
9. 1f you (or your spouse, if married and living together) receive income from any of the sources listed
below, please enler the total MONTHLY income. If the amount changes from month to month
or you do not Teceive it every month, enter the average monthly income for the past year for
each type in the appropriate boxes, Do not list wages and sell-employment. interest income, public
i medical reimt or foster care payments here. If you or your spouse do not
d below, place an Xiin the NONE hox.
Monthly Benefit

receive ingome from any of the sources

+ Social Security bc,nclil;»‘
(before deductions) l NONE $ s N
« Railroad Retirement benefits . NONE

{before deductions)

5

+ Veterans benefits (before deductions) ‘ NONE

« QOther pensions or annuities (Do not
include money you receive from any . NONE
item you included in question 4

7S &

* Other income not isted above, including
alimony. et rental income, workers’ '
compensation, atc. (Spacify )y NONE

Have any of the amounts you included in question 9 decreased during the last two years?
YES . NO

Docs anyone provide or help you {or your spouse, if married and fiving together) pay for any of
the following household expenses — food, mostgage, rent, heating fuel or gas, electricity, water
and property taxes? (Do NOT include food staraps, houso repairs, help from a housing ageacy, an
energy assistance program, Meals on Wheels or help with medical treatment and drogs.)

. - - I YES - NO
1 you put an Xiin the YES box, enter the mounthly amount
or, if the amount changes from month to month, enter the "
average monthly amount for the past year. i‘* - 5 - s -

Forn SSA-1020B-0CR-SN-INST(12-2006) Page 4

=
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{APPLICATION.

DO NOT COMPL
me
wWle

If you have worked in the last two years, you need to answer questions 12-16. If
you are married and living with your spouse and either one of you has worked
in the last two years, you need to answer questions 12-16. Otherwise, sign the
application on page 6 and return it to us.

12, What do you expect to earn in wages before taxes this year?
vou: B none ¢ TG , D

SPOUSE (it Tiving together): - NONE %‘

13. What do you expect your net earnings or loss from self-cmployment to be this year?
Put an Xl in NONE if you are .

not seli-employed. YOU: l NONE b

$

SPOUSE (if Hving together): l NONE § - »

Put an X here if you or your spouse
expect a net loss.
14, Have the amounts you included in questions 12 or 13 decreased in the last two years?

. YES . NO

15. 1f you or your spouse {if married and fiving together) stopped working in 2006 or 2007, ot plan to

YOU: I SPOUSE (if living together): I

stop working in 2007 or 2008, enter the month and year. R
vou: [l 2 o[

For January - Sep ber, M M ¥YYYY

put a zero (0} inthe first ) 5.:20.0 7 :

box. May 2007 should MMy ;) i Z SPOUSE : . 2. 0‘

read: o (iffiving together) M M Y Y Y Y

If you are younger than age 65, answer question 16. If you are married and
living with your spouse and either one of you is younger than age 65, answer
question 16. Otherwise, sign the application on page 6 and return it to us.

16. Do you or your spouse (if married and living together) have to pay for things that enable you fo
work? We will count only a part of your eamings toward the income limit if you work and receive
Social Security benefits based on a disability or blindne
which you are not reimbursed, Tixamples of s
drugs for ATDS, cancer, depression or epilepsy:
modifications, driver assistance or other s sportation

ve technology: guide dog expens: 5

X are: the cost of medical treatment and
1 hair; personal atiendant servic chicle
is; work-refated

aslations.

YOU: ‘ YES l NO SPOUSE (if living together): ‘ YES . NO

Farm SSA~L0208-0CR~SN-INST(12-200L) Page §
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DO NOT COMPLE THIS 18 NOT AN APPLICATION,

@

Signatures
1/We understand that by iting this application [ am/we are declaring under penalty of pegury
that I/we have examined all the information on this form and it is true and correct to the best of my/our
knowledge. [/We understand that anyone who knowingly gives a false or misleading statement about
a material fact in this information, or causes someone else to do so, comunits a crime and may be sent
to prison o7 may face other penalties, o both, I/We understand that the Social Security Administration
(SSA) will check my/our statements and compare its records with records from Federal, State, and local
government agencies, including the Internal Revenue Service to make sure the determination is correct.
By submitting this application [ anvwe are authorizing SSA to obtain and disclose information related
to my/our incom, resources, and assets, foreign and domestic, consistent with applicable privacy laws.
This information may inctude, butis not Bmited to, infonmation about my/our wages. account balances,
investments, insarance policies, benefits, and pensions. Please complete Section A, 1f you cannot sign,
a representative may sign for you. If someone assisted you, complete Section B as well.

TSECTIONA o R
| Your Signature: | Date: i Phone Numb
i !

L -

i Spouse’s Signature: i Date:
i i
i H
% Your Mailing Address: TApL#E

i State: i Zip Cade:
. i

City:

L
I
i
i

if you changed your matling address within the last three months, put an X her .

1 you would prefer that we contact someone else if we have additional questions, please provide the
person’s name and a daytime phons number.

{ Print First Name: Prnl Last Name: Phong Number:

N : ) SRCTION B o

1f you are assisting someone else, place an X in the box that deseribes who you are and provide your
daytime phone number and adedress.

. Family Member . Attorney I Other Advocate . Other
Specify:
. Friend . Agency . Social Worker Y
| Print First Name: { Print Last Name: i Phone Number:
i
| Address: pt. #
L, |
|City: State: 1 Zip Code:

Form SSA-LB20B-0CR~SH-INET(12-200b) Page &
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FCOMPLETE. THIS IS NOT

N APPLICATION,

S
4

®

Privacy Act / Paperwork Reduction Notice

Section 1860 D-14 of the Secial Secarity Act authorizes the collection of information
requested on this form. The information you provide will be used to enable the Social
Security Administration to determing if you are eligible for help paying your share of the
cost of a Medicare Prescription Drug Plan, You do not have fo give us the information
requested. However, if you do not provide the information, we will be unable to make
an accurate and timely decision on your application. We may provide information
collected on this form to another Federal, State, or local government agency 1o assi
in determining your cligibility for the extra help or if a Federal law requires the release
of information.

We may also use the information you give us when we match records by computer.
Matching programs compare our records with those of other Federal, State, or Jocal
government agencies. Many agencies may use matching programs © find or prove that
a person qualifies for benefits paid by the Federal goverament. The Jaw allows us to
do this even if you do not agree to it. Explanations about these and other reasons why
information you provide us may be used or given out ax hle tn Social Securi
offices. I you want to learn more about this, contact any Social Security office.

Paperwork Reduction Act Statement — This information collection meets the
requirements of 44 U.S.C. § 3507, as amended by section 2 of the Paperwork
Reduction Aet of 1995. You do not need to answer these guestions unless we display a
valid Office of Management and Budget control number, We estimate that it will take
about 35 minutes to read the instructions, gather the facts, and answer the questions.
You may send comments on our ime estimate above to: S8A, 6401 Security Blvd.,
Baltimore, MD 21235-6401. Send only comments refating to our time estimate to
this address, not the completed form,

D FORM TO US AT THEADDRES
ISSED ENVELOPE:

SHOWN ON THE

Social Security Administration
Wilkes-Barre Data Operations Center
P.O. Box 1026

Wilkes-Barve, PA 18757-9910

Egrn SSA~L0208-0CR~-SH~INST(12-2006) Page 7
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APPENDIX D:
Example of SSA Decision Letter

Denial - Novive type = 008

Social Security Administration
Medicare Prescription Drug Assistance

Notice of Denial

Great Lakes Program Service Center
600 West Madison Street
Chicago, Hinois 60661-2474

Date: May 2, 2005
Social Security Number: 123-45-6789

JOHN Q. PUBLIC
123 MAIN ST
SPRINGFIELD OH 45501

We have determined you are not eligible for extra help with Medicare prescription drug plan costs. This deter-
mination is based on the letter we previously sent you and any additional information you submitred.

"The rest of this notice explains how we determined that you are not eligible, the information we nsed to make
this decision, how to sign up for 2 Medicare prescription drug plan, what to do if your situation changes, and
your appeal rights,

WHY YOU ARE NOT ELIGIBLE FOR HELP WITH YOUR PRESCRIPTION DRUG PLAN COSTS
You are not eligible for extra help to pay your Medicare prescription drug plan costs, also known as subsidy,
because your income is above the limit established by law,

INFORMATION USED IN MAKING THE DECISION
When you are married and live with your spouse, we count the resources and income for both of you when we
derermine your eligibiliry for this extra help,

You and your spouse have the following resource:

= Bank accounts.

= Stocks, bonds, or other investments.

Your resources we count are less than $10,000. The enclosed worksheet shows you how we counted your
TESOUTCEs.

You have § persons in your houschold. Wheun we determine the size of your household, we count you, your
spouse who fives with you, and any relative who lives with you and receives one-half support from you or your
spotse.

You and your spouse have the following yvearly income:

= Other pensions or annuities of $28,000

Your income we count is 150% or more of the Federal Poverty Level, The enclosed worksheet shows you how
we counted your income,
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HOW TO SIGN UP FOR A MEDICARE PRESCRIPTION DRUG PLAN

You do not need to receive this extra help paying for the costs related to your Medicare prescription drug plan
in order to be cligible to enrofl in a Medicare prescription drug plan or Medicare Advantage drug plan, Yon can
enrolt beginning November 15, 2005, For more information about the prescription drug plans available in your
arca, go to www.medicare.gov on the Internet or call toll-free 1-800-MEDICARE (1-800-633-4227). If you
are deaf or hard of hearing, you may call the Medicare TTY number roll-free at 1-877-486-2048.

N

WHAT TO DO IF YOUR SITUATION CHANGES
If at any time in the future you think you gualify for this extra help, also known as a subsidy, please contact us
immediately about filing a new application.

{F YOU DISAGREE WITH THE DECISION

If you disagree with the decision, you have the right to appeal. We will provide you with 1 hearing by telephone
or a case review. We will look at any new information you have. The person who will conduct the hearing or
cas review had no prior involvement in the first decision, We will review those parts of the decision which you
believe are wrong and will fook at any new facts you have. We may also review those parts which you believe are
correct and may make them unfavorable or less favorable to you,

If you want this appeal, either by a hearing or a casc review, you may request it by calling toll-free 1-800-772-
1213

You have 60 days to ask for an appeal.

The 60 days start the day atter you get this letrer. We assame you got this letter 5 days after the date on it anless
you show us that vou did not get it within the 5-day period.

You must have a good reason for wai

ing more than 60 days.

You can calf to request an appeal. You can also obtain a copy of the form SSA-1021, “Request for Appeal of
Determination for Help with Medicare Preseription Drug Plan Costs™ from wwwisocialsecurity gov. Contact us
if you need help.

IF YOU WANT HELP WITH YOUR APPEAL

You can have a lawyer, friend, or someone else help vou, Your local Social Security office has a list of groups that
can help you with your appeal. These groups can find a lawyer or give you free legal services it you qualify, There
are also lawyers who do not charge unless you win your appeal,

INFORMATION ABOUT MEDICARE SAVINGS PROGRAMS

You may be able to get more help with your Medicare health care costs through programs run by your State.
“The additional help from these Medicare Savings Programs can be worth more than §900 a year. To get this
help, ptease call your State’s medical assistance (Medicaid) office or your social service office and ask about the
Medicare Savings Programs. You can get the local phone number for these offices by calling Medicare toll-free
at 1-800-MEDICARE (1-800-633-4227). 1f you are deaf or hard of hearing, you may call the Medicare TTY
number toll-free at 1-877-486-2048.

HOW YOU MAY BE ABLE YO RECEIVE 5SI

Tt docs not appear that you are eligible for Supplemental Secarity Income (S51) benefits, However, you may still
want to file an $81 application if you have not already done so. If you file an 88T application, you will receive a
formal decision of your eligibility. If you do not agree with the decision, you may appeal. If you decide 1o file,
it is important that you get in touch with Social Security right away. You may call us toll-free at 1-800-772-1213.
Iyou file an application morc than 60 days from the date of this notice, you may lose SSI.
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iF YOU HAVE ANY QUESTIONS

For information about Medicare prescription drug plans or other Medicare issues, visit on the Tnternet or cafl
toll-free 1-800-MEDICARE (1-800-633-4227). If you are deaf or hard of hearing, you may call the Medicare
TTY number toll-free at 1-877-486-2048.

For information about the extra help with the costs related o Medicare prescription drug plans or general
information about Social Security, visit our website at wwwacialecnritygor on the Interact. You may also call
Social Security toll-free at 1-800-772-1213. If you are deaf or hard of hearing, you may call our TTY number
toll-free at 1-800-325-0778. We can answer most questions by phone.

You can also write or visit any Social Sccurity office. The office that serves vour area is located at:

Social Security

2026 W. Main St.
Springficld OH 45501
Telephone: 937-325-0674

T vou do call or visit an office, please have this leteer with you. It will help us answer your questions.

Regional Commissioner

Enclosure(s):
Resource Workshect
Income Worksheet
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THE NEXT SYEPS: STRATEGIES TO IMPROVE THE MEDICARE PART D LOW-INCOME SUBSIDY

APPENDIX E:
2007 Federal Poverty Guidelines

m 2007 Federal Poverty Guidelines
Persans in Family 48 Comtiguons

ar Household States and D.C. Alnska Hawaii
1 $'10;210 $12,770 $ 11,750
2 13,690 17,120 15,750
3 17,1707 21470 - 19,7507
4 20,650 25,820 23,750
5 . 24,130 V30,170 27,750
6 27,610 34,520 31,750
7 ) 31,090 38,870 35,750
8 34,570 43,220 39,750

For each additional 3,480 4,350 4,000
person add y :
Source: Federal Register, Vol. 72, Number 18, January 24, 2007,
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The CHAIRMAN. Thank you, Mr. Bedlin.
Ms. Leitzer.

STATEMENT OF ELLEN LEITZER, J.D., EXECUTIVE DIRECTOR,
HEALTH ASSISTANCE PARTNERSHIP, WASHINGTON, DC

Ms. LEITZER. (OFF-MIKE) Sorry. Prior to joining the Health As-
sistance Partnership, or HAP, in June 2005, I provided legal serv-
ices to senior citizens in Bernalillo County, NM. So on a daily basis
for 22 years, my staff and I provided legal services and SHIP serv-
ices, because we also had the SHIP service contract for the largest
county in New Mexico, and, as you know, New Mexico is one of the
poorest States in the Country.

In addition to supporting SHIP services, HAP also is supporting
the increased funding for the SHIP network. As you all know, in
the past few years, with the enactment of Medicare Part D, State
and local SHIP’s programs have been an extraordinarily valuable
resource, but a woefully under-funded resource, to this Nation’s
Medicare population.

SHIPs were originally created in OBRA of 1990, and there are
now 1,400 community-based SHIP programs, with 12,000 staff
members and volunteers who counsel Medicare beneficiaries about
their Medicare, their Medicaid, private insurance and other cov-
erage options.

Each year, SHIPs provide individual assistance to more than 4
million Medicare beneficiaries. Of this Nation’s 43 million Medicare
beneficiaries, approximately 27 percent have cognitive impair-
ments. Thirty-one percent have limitations of activities of daily liv-
ing. Almost one-third have not graduated from high school and 12
percent are over the age of 85.

SHIPs are unique in that they offer one-on-one, in-person coun-
seling to one of the Nation’s most vulnerable populations. The Fed-
eral Government has depended on this Nationwide SHIP network
and their staff of volunteers and paid staff to educate beneficiaries
about Medicare drug plan benefits and costs and to assist with en-
rollment decisions that involve mind-boggling choices between doz-
ens of plans.

Many SHIPs have come to rely on HAP for technical assistance
about complex Medicare issues and help with resolving difficult
cases. Consequently, my organization is in constant communication
with State and local SHIP programs Nationwide. Most of the re-
quests for assistance in the past year involve Medicare Part D and
the program’s impact on the 14.2 million beneficiaries who are eli-
gible for low-income subsidy, or the LIS program.

Many of these beneficiaries accessed their medications prior to
2006 through State Medicaid programs. As a result, the SHIP net-
work has brought many concerns and problems to HAP’s attention.
The specific concerns are identified and described in detail in my
written testimony.

But, essentially, Medicare Part D is so complex and so arcane
that it has overwhelmed the systems that CMS, SSA and hundreds
of drugs plans created to implement the program. Those systems
cannot, and do not, properly function. Consequently, Medicare
beneficiaries are leaving pharmacies empty handed and without
their medically necessary medications.
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The system failures impact all Medicare beneficiaries, but the
impact falls disproportionately on the LIS population, because they
are the frailest, the most vulnerable, the least empowered to seek
help and the least likely to be able to pay for their system errors.

Now, let’s look at some of these failures. First, the system for
real-time data sharing among CMS, SSA, plans and pharmacies
does not work properly, with data being shared untimely, ineffi-
ciently or incorrectly. This flawed system results in beneficiaries
being charged the wrong cost-sharing amounts at the pharmacy.

This problem weighs most heavily on LIS beneficiaries who can-
not afford to pay standard deductibles and copayments. Another re-
sult is that when data is not shared in real time, some beneficiaries
find themselves in different plans, or in more than one plan. Usu-
ally, they are unaware of this shift.

Two, all of the drug plans, particularly Medicare Advantage
Plans, are using aggressive marketing tactics to enroll Medicare
beneficiaries, with the LIS population being most vulnerable. These
tactics include enroll and migrate, in which plans first enroll bene-
ficiaries in stand alone prescription drug plans and then target the
same beneficiaries to later enroll in Medicare Advantage Plan with
Part D.

The dually eligible are particularly vulnerable to this tactic be-
cause they have ongoing special enrollment periods. SHIPs report
that sales representatives are blurring the important difference be-
tween original Medicare and private fee-for-service plans by using
misleading catchphrases such as, “see any doctor you want,” “no
network.” These sales representatives are failing to explain how
PFFS require providers to agree to plans’ payment terms for each
office visit or hospital stay.

Moreover, many doctors are now deciding not to participate in
these PFFS plans, so beneficiaries are all of a sudden having to
find new providers.

Three, confusing plan structure leads to problems accessing ap-
propriate medications at the pharmacy counter. Because dozens of
plans are available in most parts of the Country, each with dif-
ferent formularies and coverage rules, health-care professionals
face a tangled web of prior authorization and formulary exception
procedures that lack uniformity.

Rather than take the time to untangle the web and work through
the process, busy pharmacists and physicians simply substitute a
drug, with few or no procedural restrictions. The result is that
beneficiaries not only lose access to the drugs they really need,
they also are losing access to their appeal rights.

Fourth, the CMS regional and central offices require specific in-
formation about client problems on an individual basis and are in-
consistent in addressing State and local SHIP needs. From the first
day of the Part D drug program’s implementation, CMS has in-
f)isted on trying to resolve systemic problems on an individual

asis.

This is hugely inefficient and ineffective. Additionally, HAP has
received numerous reports about some regional offices of CMS
being unable or unwilling to provide technical assistance to State
and local SHIP staff, who need help that only CMS can provide to
resolve the problems.
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Fifth, CMS produces misleading media campaigns and cor-
respondence. This past fall, CMS issued an ad that advised bene-
ficiaries to take no action if they were satisfied with their plans.
The ad failed to inform enrollees that plans can make significant
changes from year to year.

Furthermore, CMS informational materials are often vague, are
not available in languages other than English and do not address
the needs of the visually impaired, the socially isolated and home-
bound and those with low literacy rates.

Finally, customer service representatives, or CSRs, at 1-800-
MEDICARE and the Part D plans refer beneficiaries directly to
SHIPs in situations that they should be handling themselves.
Funding for the SHIP network was $31 million in 2006, and we un-
derstand that funding is going to be level in 2007.

In contrast, the Medicare contractor Pearson Government Solu-
tions received $440 million in 2006 for a 2.5-year contract. How-
ever, the SHIPs have reported that 1-800—-MEDICARE CSRs and
the plans refer beneficiaries directly to SHIPs for assistance, even
with general and programmatic and enrollment issues.

HAP supports legislation which will address and remedy the
above-identified ongoing problems experienced by many bene-
ficiaries, including those with low-income subsidy. We specifically
endorse all of the recommendations that Mr. Bedlin talked about,
on behalf of the National Council on Aging.

We would also like to emphasize once again the value of the
SHIP network to Medicare beneficiaries and, in addition, therefore,
to supporting the remedies to existing LIS legislation, we urge this
Committee to advocate for increased funding for the SHIP network
of at least $1 per beneficiary in 2007 and for all future years.

Again, thank you very much for asking me to testify.

[The prepared statement of Ms. Leitzer follows:]
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Testimony
of
Ellen Leitzer
Executive Director, Health Assistance Partnership

Before the Senate Committee on Aging

January 31, 2007

The Health Assistance Partnership (HAP) is an independently supported intermediary for the
nation’s State Health Insurance Assistance Program (SHIPs). HAP is a project of Families USA,
a national, non-profit organization which promotes high-quality and affordable healthcare for all
Americans. HAP's mission is to increase the capacity of SHIPs so that they might become more
efficient and effective in educating and counseling Medicare beneficiaries (and their caregivers)
about the health insurance benefits to which they are entitled. HAP is committed to stabilizing
and increasing federal funding for the SHIP network.

State and local SHIP programs are an extraordinarily valuable— though woefully under-
funded-— resource to this nation’s Medicare population. Created through the Omnibus
Reconciliation Act (OBRA) of 1990, they promote understanding of the then newly standardized
Medicare supplement insurance (or Medigap) policies. The role of SHIPs has expanded to 1,400
community-based SHIP programs operating within the Area Agencies on Aging or State
Departments of Insurance, with 12,000 staff members and volunteers who counsel Medicare
beneficiaries about their Medicare, Medicaid, private insurance, and other coverage options.

Each year, the SHIPs provide individual assistance to more than four million Medicare
beneficiaries, approximately 27 percent of whom have cognitive impairments; 31 percent have
limitations in activities of daily living; almost one-third have not graduated from high school;
and 12 percent are over 85 years of age. SHIPs are unique in that they offer one-on-one, in-
person counseling to one of this nation’s most vulnerable populations. The federal government
has depended on the nationwide network of SHIP staff and volunteers to educate beneficiaries
about the Medicare drug plans’ benefits and costs and to assist with enrollment decisions that
involve mind-boggling choices between dozens of plans.

Many of the SHIPs have come to rely on HAP for technical assistance about complex Medicare
issues and help with resolving difficult cases. Consequently, HAP is in constant communication
with state and local SHIP programs nationwide. Most of these requests for assistance in the past
year involve Medicare Drug Coverage and the program’s impact on those who are eligible for
the low-income subsidy program. HAP would like to take this opportunity on behalf of the entire
SHIP network to bring to light the overwhelming issues that SHIP counselors face every day
alongside beneficiaries. Many of these issues could affect any Medicare Part D enroliee. But the
6.6 million beneficiaries who fall into the lowest income subsidy category and no longer have
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Medicaid coverage for their prescription drugs are particularly vulnerable.! They often do not
have the means or resources to address the problems that arise. As a result the SHIP network has
brought the following concerns and problems to HAP’s attention most recently:

The system for real-time data sharing among CMS, SSA, and plans does not work
properly; as a result data is being shared untimely, inefficiently, or incorrectly.

This flawed system results in a lack of subsidy status and/or plan data in pharmacy computer
systems. It leads to incorrect cost-sharing amounts being charged at the pharmacy. This problem
is most significant for beneficiaries who also have Medicaid or Medicare Savings Programs and
cannot afford standard cost-sharing amounts. In addition, if no plan enrollment is reflected in the
system, CMS enrolls the dual eligible population into randomly selected plans. Thus, when data
is not shared in real-time, some beneficiaries have found themselves in a different plan or in
more than one plan; they are then unaware of the shift, Several SHIPs have also reported that
beneficiaries with the Low-Income Subsidy enrolled in “benchmark plans” are receiving
erroneous bills for premium payments, despite their full subsidy status. This is costly to
taxpayers and state safety net programs, as well as the lives and wallets of vulnerable
beneficiaries who leave the pharmacy counter without their medications.

Confusing plan structure leads to problems accessing appropriate medications at the
pharmacy counter.

Restrictions on formularies, commonly called utilization management requirements, have led
many pharmacies to bypass the exceptions and appeals process. Resolving a prior authorization
or step therapy issue for beneficiaries involves a different process for each plan. Because dozens
of plans (with dozens of different formularies and restrictions) are available in most areas in the
country, these hurdles to accessing drugs are too burdensome for busy health professionals. In
many cases pharmacists and physicians simply will change a prescription to a drug with fewer or
no restrictions, While this process may not be a problem for some individuals, adverse
medication interactions can occur, especially for beneficiaries who fill prescriptions at multiple
pharmacies. This type of resolution also results in the plans not accurately reflecting exceptions
or appeals with regard to medications that are formulary “inclusive” but not accessible.

CMS Regional & Central Offices require specific information about client problems one-
by-one.

Since the inception of Medicare Drug Coverage, myriad problems have occurred with all aspects
of the program—{from problems with the Medicare Prescription Drug Plan Finder
(www.medicare.gov) to beneficiaries unable to get their medications despite their best efforts
and those of the SHIPs, the pharmacists, or the physicians. Throughout the first year of the
program and even today, CMS insists on attempting to resolve these problems piecemeal, rather
than to address them systemically.

CMS produces misleading media campaigns and correspondence.

CMS issued an ad in Parade magazine in November 2006 that advised beneficiaries to “take no
action” if they were satisfied with their plans. The ad failed to inform enrollees that the plans
may have significant changes from year to year. A beneficiary’s satisfaction with a Part D plan

' Medicare Policy Project, Henry J. Kaiser Family Foundation Medicare Drug Benefit Enroliment Update (Menlo
Park, CA: Henry J. Kaiser Family Foundation, June 2006).
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in 2006 is no guaranteed predictor of their satisfaction with a plan in 2007. Furthermore, those
beneficiaries who receive the Low-Income Subsidy and accepted CMS’s auto-assignment into a
Part D plan in 2006 were reassigned to different plans in 2007 if their previous plan would have
a monthly premium more than $2.00 above the benchmark for their region.

Customer Service Representatives at 1-800-Medicare and the Part D Plans refer
beneficiaries directly to SHIPs.

Throughout the existence of Medicare Part D, the SHIPs have reported consistently that
Customer Service Representatives (CSRs) at Medicare and the Part D plans refer beneficiaries to
SHIPs for assistance with general programmatic and enrollment issues. This practice led to
problems with SHIP hotlines being overwhelmed by questions easily answered by the Medicare
hotline. Furthermore, yearly funding for the SHIP network was $31 million in 2006, while the
Medicare Contractor, Pearson Government Solutions, received $440 million in 2006 for a two
and a half year contract.’

Telephone hold times to speak with Part D plan representatives are too leng.
Long hold times in many cases have led SHIPs and pharmacies to improvise solutions to
problems with Part D rather than wait to address problems with the plan,

CMS Regional Offices are inconsistent when addressing State and Local SHIPs needs.
HAP has received numerous reports about many Regional Offices being unable or unwilling to
provide technical assistance to State and Local SHIP staff in dire need of resolution when it
comes to specific problems that only CMS is authorized to provide. There is a lack of
accountability and/or responsiveness by many Regional Offices; and the SHIPs are left to
navigate on their own the differing perspectives of the pharmacies, the Part D plans, and CMS.

There exists a deficiency in considering the specific needs of this valnerable population.

In many cases CMS materials and correspondence are not available in languages other than
English (and sometimes Spanish). Materials often do not address the needs of the visually
impaired or the isolated and homebound, among others. Reading levels for many materials is
consistently higher than those recommended for this population. Often, the information is vague
and does not describe the effects of these changes adequately, yielding more questions than
answers after reading CMS publications. It is also well documented that the health literacy levels
of this population are also much lower than standard literacy levels.

Explanations of Benefits (EOBs) that are mailed to beneficiaries by the Part D Plans are
not clear for Low Income Subsidy recipients.

The EOBs are not tailored to the different needs of the LIS population. Some refer to the
coverage gap, while many miscalculate the True Out of Pocket (TrOOP) spending for those with
LIS.

All of the plans, particularly Medicare Advantage plans, are employing aggressive
marketing tactics to all Medicare beneficiaries, especially the LIS population.

Aggressive marketing tactics are not new when we think back during the summer of 2005 the
Medicare Drug Gold Rush event where the brochure read, “Profit from The Biggest New Benefit

? bitp://www pearson.com/index.cfm?pageid=73&pressid=2035
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in the History of Medicare — Part D Drug!!! “’ SHIPs all across the country are reporting new
marketing tactics, particularly when it comes to Private Fee for Service (PFFS) plans. Some of
these strategies include the “enroll and migrate” strategy, whereby plans first enroll beneficiaries
in stand-alone PDPs, and then target these same beneficiaries later to enroll in a Medicare
Advantage plan with Part D (MA-PD). The low-income subsidy population who are also dually
eligible (Medicare with either Medicaid or a Medicare Savings Program) are particularly
vulnerable to this tactic because of their ongoing special enrollment period.

Furthermore, SHIPs are reporting life-threatening hardship for beneficiaries who find themselves
in PFFS plans and whose doctors or hospitals are unwilling to accept plan payments or do not
understand what they are. New legislation passed late in 2006 exempts PFFS plans not offering
Part D coverage from the enrollment “lock-in" and permits them to continue enrolling
beneficiaries throughout the year. SHIPs report that sales representatives use misleading catch
phrases to draw parallels between Original Medicare and PFFS plans, including “see any doctor
you want” and “no network.” While technically not false, these sales representatives do not
explain how PFFS plans differ from Original Medicare and that they require each provider to
agree to the plan’s payment terms per patient and per episode.

SHIPs have reported to HAP other marketing strategies by brokers including uninvited soliciting
of plans at beneficiaries” doors. Also, once in residential buildings, the sales representatives find
additional Medicare beneficiaries by paying home care workers for referrals; offering $200
drugstore coupons for signing up with a plan; telling beneficiaries they must choose a plan or
they will lose their Medicare; enrolling beneficiaries in Medicare Advantage plans through sign-
in sheets at senior centers or other venues for prizes and gifts; and downplaying formulary
testrictions or making bold claims that their doctor is “in network™ without such knowledge.

Pharmacies do not use the WellPoint Point-of-Sale (POS) option; or they are unaware it is
available or do not understand how it works.

The POS option is not an effective safety net, as it only exists to serve those dual-eligible
beneficiaries who show up in pharmacy systems with no plan whatsoever. However, as data is
not being shared in real-time, these computer systems do not necessarily reflect the correct
enrollment status of individuals. Additionally, pharmacies do not always use this system even if
aware of it, because it is often burdensome and they may be at-risk financially if the data in the
system is not accurate.

CMS recommends Patient Assistance Programs (PAPs) as a solution for plans’ restrictions
on formularies.

PAPs exist as an additional, privately funded safety net for certain low-income individuals to
obtain needed medication. Instead of requiring the Part D plans to provide more extensive
formularies, CMS recommends for beneficiaries who fulfill the requirements of the PAPs to
apply for this coverage drug-by-drug.

? http://www.insurancebroadcasting.com/crg051605-2.pdf
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In Summary

HAP supports legislation which will address and remedy the above identified ongoing problems
experienced by many beneficiaries, including those with the Low-Income Subsidy. We would
like to emphasize the value of the SHIP network to Medicare beneficiaries. SHIPs are the only
entities that already offer one-on-one assistance with a great depth of knowledge, an objective
viewpoint, and an ability to handle complex cases that may require lengthy follow-up. In
addition to supporting remedies to existing LIS legislation, we urge this Committee to advocate
for increased funding for the SHIP network of at least $1.00 per beneficiary in 2007 and future
years,

Overall Recommendations

Coordinate data sharing between states, plans, SSA and CMS in real-time.

There are no mandatory systems in place that ensure dually eligible do not experience gaps in
their drug coverage or subsidy. Real-time data sharing between states, Centers for Medicare &
Medicaid Services, the Social Security Administration and the plans would allow for pharmacy
counter interactions to run more smoothly and accurately.

Return to the original LIS co-pays of $1 & $3 for full status, and $2 & 85 for partial status
until the program is operating more smoothly.

Beneficiaries are left to bear the burden of paying increased co-pays for medications they may
not be receiving as prescribed, or have been changed due to utilization measures.

Enact a monthly co-pay cap allowing some reprieve for those who take multiple
medications per month.

Beneficiaries, who take more than several medications per month, brand or generic, face
incredible hardship when it comes to paying multiple co-pays. Enacting a monthly cap allows
them to actually receive all of their medications, rather than choosing between paying their rent
or food.

Errors that occur by the plans or CMS at the expense of low-income, needy beneficiaries,
who have been charged incorreet co-pays, should have the option of opting out of refunding
moneys to the plans due to financial bardship.

Where data is incorrect and beneficiaries are charged higher co-pays or asked to pay plan
premiums because their LIS status is not reflected at the pharmacy counter, beneficiaries are
asked to layout moneys in order to obtain their medications as a result of error beyond their
control. Under these circumstances, neither CMS nor the plans are living up to their end of the
bargain.

Remove the barriers to applying for LIS by eliminating the asset test and by not allowing
the subsidy to adversely affect any other means tested benefits such as food stamps and
rental subsidies.

When reductions are made in other needs-based assistance programs such as Section 8 housing,
food stamps or TANF benefits, this only serves to discourage LIS enrollment.
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Expand the POS option to make it useable in real-life instances of inaccurate or inadequate
data transference issues.

Coverage should be available for all LIS beneficiaries that have drug dispensing problems
beyond their control at the pharmacy counter. CMS should also require use of the POS option
and hold pharmacies harmless for acting in good faith.

Remove any need for determining life insurance or cash value thereof.

The SSA application currently requires applicants to report the cash value of their life insurance
policies, however, many beneficiaries do not have this information and paperwork readily
available and they do not know how to get the information. Seniors and persons with disabilities
often plan to use their life insurance benefit to pay for their final expenses and not cash in their
policy now to place additional burden on family members,

Exclude in-kind support as countable income.

In-kind support and maintenance is difficult to estimate due to its fluctuating nature. This
discourages beneficiaries from applying for LIS because it also threatens their in-kind support,
and is therefore a barrier to enrollment. The unrealistic level of detail involved in calculating the
value of in-kind support and maintenance is likely resulting in potentially eligible beneficiaries
not filing LIS applications.

Allow SSA access to IRS data in advance to allow for targeted outreach specifically around
the Low Income Subsidy, just as they have done with the new Part B premium legislation.
Given that the Part B premiums are now based on income information released by the IRS, the
LIS should follow the same protocol for consistency and accuracy.

Authorize the costs of drugs under Part D to count towards medically needy “spend-down”
cligibility for Medicaid, as was allowed for low-income people entitled to the “transitional
assistance benefit” in the Medicare Discount Drug Card program.

Beneficiaries with Medicare, who also require the use of Medicaid, often met their spend-down
or surplus income through medication costs in order to access their Medicaid benefits. Now that
they can no longer do so, they are unable to meet their spend-down or access their Medicaid
benefit which also covers their doctors, hospitals and rehabilitative needs.

Cover Part D excluded drugs such as benzodiazepines, barbiturates (anti-anxiety, anti-
seizure medications), and allergy medications, especially for this population.

It is particularly risky for the overall health of our fellow citizens not to cover mental health
medications that keep beneficiaries functional and stable.

Conclusion

While we realize CMS and SSA have been working diligently to resolve some of these problems,
all of them still require substantial attention and systemic consideration to improve the Medicare
Part D program, especially for our lower income beneficiaries. HAP urges lawmakers to consider
these recommendations carefully and strategically, building upon the existing knowledge of the
SHIP network that has strived for excellence against all odds.
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The CHAIRMAN. Thank you very much.

Do I take it that both of you would recommend that we do away
with the asset test?

Ms. LEITZER. Absolutely, Mr. Kohl.

The CHAIRMAN. Mr. Bedlin.

Mr. BEDLIN. Yes, absolutely.

The CHAIRMAN. That is good to hear from both of you.

In your experience, would more seniors apply for the low-income
subsidy if the application process were streamlined, and can it be
without doing any damage to that application process?

Mr. BEDLIN. Very much so, and we do have some specific ideas.
Take, for example, the question on the cash surrender value of a
person’s life insurance program, something that I personally would
have a real hard time finding somewhere in my house. It is com-
plex, and typically seniors will use that for their burial expenses,
to help their kids when they pass. So we don’t think that that
should be counted against them.

Senator Smith earlier asked about the question regarding in-kind
support and maintenance, which penalizes someone if their family
is helping them to pay for their grocery bills or their heating bills
or for their trash collection bills. We don’t think that makes any
sense. It changes from month to month. We think that question
should be eliminated.

We also have concerns about the application form in that it
threatens someone with jail time if they fill it out wrong, which is
not the case with a lot of similar application forms. Those mention
perjury, but they don’t mention jail time. We think that should be
eliminated.

Fundamentally, though, we need to move from 20th century ap-
plications to 21st century, and that means really providing applica-
tion forms online that can be submitted online. We file our taxes
online. There is no reason why one should not be able to fill out
a form for a whole host of benefits that they are eligible for, be-
cause there is a lot of correlation.

I am not expecting that most of their seniors are going to do it
themselves. They will probably ask their kids, or they will ask a
counselor. Fill it out online, submit it online, it reduces the cost,
it makes it a lot easier, that is the direction that we really need
to go.

The CHAIRMAN. Ms. Leitzer.

Ms. LEITZER. Senator Kohl, I agree with everything that Howard
has said.

I would add that I have, in the past, tried to help clients for
other Government programs figure out the value of their life insur-
ance. Many of these policies were 20, 30, 40 years old; the compa-
nies were no longer in existence. It took advocacy on the part of
me and my staff to try and figure out who now owned the company
that was issuing this policy.

So it is a time consuming and difficult process, and that includes
also the process for figuring out in-kind contribution. It is very,
very hard to do that.

I would also like to address the issue that you raised earlier of
the IRS data sharing. It is interesting to note that the Medicare
Modernization Act already authorizes that for the Medicare Part B
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premium, so there is precedent for allowing data sharing by the
IRS with SSA.

The CHAIRMAN. That is good.

One more question: In addition to the more than 3 million low-
income seniors who may be eligible for the subsidy but haven’t ap-
plied, more than 600,000 seniors, as you know, lost their automatic
eligibility and need to reapply this year. Are our poorest seniors
falling through the cracks? What can we do to reach this most vul-
nerable population?

Mr. BEDLIN. That is a very good question, because, as we under-
stand it, 400,000 of the 630,000 that still have not applied and are
remaining out there. These are people who had the LIS last year,
but now, when they go to the pharmacy, for example, they may be
having to pay a deductible for the first time. So they are going to
be in for a real surprise when they go to the pharmacy.

Now, many of the plans have provided for, we understand, a 60-
or 90-day transition period, so they may not get hit with this high-
er cost until March or April and they will be, again, in for a big
surprise. There are things that we need to do, because this is going
to happen every year. Next year at this time, we are going to be
facing the same problem.

A number of things can be done. I think we need to screen them,
and before we tell them that they are no longer eligible, to make
sure since they may well be eligible. I think we do need to, within
the concerns of confidentiality and privacy, try to find these people
and screen them for whatever LIS category they may be in.

Second, I think we need to require some kind of a transition pe-
riod. We shouldn’t be cutting them off on January 1. There should
be some requirement that we use the months of January, March,
and April to find these people after the open enrollment period is
over.

Finally, maybe there should be a presumption of some kind, that
these people will continue to be eligible unless it can be rebutted
that they are not. Why continue to put the burden on them? I think
it is an area that we really need to take a close look at.

The CHAIRMAN. That is good.

Ms. Leitzer.

Ms. LEITZER. Senator Kohl, I would just add to that that other
benefit programs have a recertification process, so before somebody,
a beneficiary, is dropped from a program, they are sent a letter to
come in and be recertified, and I would suggest that that system
should be followed for this population, as well.

The CHAIRMAN. Thank you very much.

Senator Carper.

Senator CARPER. Thanks, Mr. Chairman.

My thanks to both of you for joining us today, for your testimony
and for responding to our questions.

You may have spoken to the question that was raised while I
was outside of the room. I think you have already spoken to it in
part while I was in the room.

We are going to have a debate, they have already had it in the
House of Representatives, about changes in the Medicare Part D
program with respect to what role should the Secretary of Health
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and Human Services play with respect to negotiating drug prices
or not.

The House has taken a position, and they have sent their legisla-
tion over to us for our consideration. I want to set aside the ques-
tion of whether or not the Congress would mandate that the Sec-
retary play a role like the House has suggested, or there would be
an option for the Secretary to play that kind of role.

Whether we end up agreeing or not on doing something on that
score, what else should we do? I think there are a number of areas
where you agree. You have mentioned a couple of them, and one
of them was with respect to assets.

Just run through for me again, just to re-emphasize the areas,
as we take up legislation this, sort of a to-do list of things that you
agree on steps that we should take.

Mr. BEDLIN. Sure, thank you.

I think we really need to prioritize where we want to spend lim-
ited resources. We all recognize that we are under PAYGO rules,
and when we go to staffers, the first question we get is, how much
does it cost, and how are we going to pay for it? So we need to
prioritize.

That is very important as we look at improving Part D, and we
would argue that we need to start by looking at those who are most
vulnerable, lowest income and in greatest need of help.

I would ask that you think about a typical American grand-
mother; widow in her 80’s, living alone, relying on her Social Secu-
rity check for income, multiple chronic conditions, taking a dozen
or so medications. There are millions of women who fit this cat-
egory. My grandmother was one of them.

Let’s look at how current law would affect her eligibility for the
low-income subsidy. If she saved during her life, to put away a lit-
tle nest egg, generally around $30,000 to $40,000, current law
counts it against her, to deny her the extra help she needs.

Similarly, if she did the right thing, and during her working
years invested in a 401(k) plan, current law counts it against her,
to deny her the extra help she needs. If she has a life insurance
policy, which, again, might help pay her burial expenses when she
passes, current law counts it against her, to deny her the extra
help she needs.

If her kids help her with her expenses, be they grocery expenses
or her heating expenses or trash collection, current law counts it
against her, to deny her the extra help she needs.

Let’s say she is getting the extra help and overcomes some of
these obstacles, but her income is just above the poverty line. Let’s
say it is $11,000 a year, which is less than $1,000 a month. That
is over the poverty line. Under current law, her drug copayments
will increase each year by more than two times her Social Security
COLA, making her medications less and less affordable over time.

Finally, again, if she is receiving this extra help, it is going to
count against her in terms of how much help she is getting from
other programs, so that current law would cut her food stamp ben-
efits and cut her low-income housing subsidy.

These are areas that we think need to be priorities. We think
they are relatively non-controversial, relatively inexpensive, and we
urge the Congress to take action on them this year.
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Senator CARPER. I am going to come back and explain to us what
you mean by relatively inexpensive

Mr. BEDLIN. That is a good question.

Senator CARPER. But, Ms. Leitzer?

Ms. LEITZER. My organization has endorsed and we share the
same recommendations with the National Council on Aging.

Senator CARPER. Every one of them?

Ms. LEITZER. I am with the Health Assistance Partnership.

Senator CARPER. I said every one of their recommendations?

Ms. LEITZER. Every one of their—in fact, our organizations
worked on the recommendations jointly.

In addition, my organization supports the SHIP network, the
State health insurance assistance programs, that have been pro-
viding one-on-one counseling to the Medicare population. They are
an extremely valuable network, they are woefully under-funded,
and we would also urge that Congress allocate $1 per beneficiary
for this network in 2007 and in future years, as well.

Mr. BEDLIN. We agree with that. SHIPs definitely need more
money, and we also think a wise investment is in the new National
Center on Senior Benefits Outreach and Enrollment that was re-
cently authorized under the Older Americans Act. We are trying to
get a $4 million appropriation, because that new center would be
utilizing all the lessons learned and cost-effective strategies that
we think can make a real difference.

Senator CARPER. In the pay-as-you-go world, where we are going
to try live once again under the rules that existed about 4 or 5
years ago, what is relatively inexpensive? Any thoughts on how we
pay for what is relatively inexpensive?

Mr. BEDLIN. Well, it is really a question of priorities.

Senator CARPER. It always is.

Mr. BEDLIN. There are a lot of things that we are spending a
heck of a lot of money on, and this is a population who made Amer-
ica as great as it is, fought in World War II and worked all their
lives to help their children. Now many of them are on fixed in-
comes and have a lot of chronic conditions and need help. So, cer-
tainly, they need to be a priority for us, in my view.

We will see how CBO scores a lot of these proposals. We think,
for example, back-of-the-envelope estimate on eliminating the asset
test, would cost about $1.5 billion per year. That is probably by far
the most expensive recommendation that we have from the list. We
think the others are far less expensive.

There are a lot of ideas that are being floated about with regard
to how to pay for them. People are looking at the stabilization fund
dollars that remains and so-called overpayments for Medicare Ad-
vantage Plans, so I think those could be potentially part of a pack-
age.

Senator CARPER. Thanks very much.

The CHAIRMAN. Thank you very much, Senator Carper.

Senator Casey.

Senator CASEY. Mr. Chairman, thank you very much for con-
vening this hearing.

I want to thank you for focusing our attention on issues of con-
cern not just to families across the Nation, but in particular those
families that are struggling with all of the challenges that I have
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seen on the campaign trail over the course of 20 months when I
was campaigning, all of the problems with Medicare Part D.

As much as people appreciate that benefit, there have been tre-
mendous problems in terms of confusion, in terms of access, but
also in terms of whether or not we are going to focus on I think
the urgent priority to have a negotiation for lower prices. But I
think that this hearing today highlights some of the other problems
that maybe don’t get as much attention as a negotiation question.

One of the questions I had, I wanted to go first to Ms. Leitzer,
about one of your recommendations. The third recommendation you
made, and I am looking at your testimony on page five, which was
this: enact a monthly copay cap, allowing some reprieve for those
who take multiple medications per month.

I wanted to have you elaborate on that. I know you have gone
through it once, but some of these issues bear repeating and fur-
ther emphasis.

I know, for people in Pennsylvania, we have—depending on how
it is counted, but I think we are still second in terms of the number
of senior citizens, in terms of population—we have just over 1.9
million people over the age of 65. We have got a huge Medicare and
Medicaid population, of course, that includes those over 65 and a
lot of people under 65 who benefit from those programs.

But you cite in particular the hardship, and I wanted to have you
elaborate on the question of that hardship.

Ms. LEITZER. Senator Casey, the hardship is that many clients
that are certified SHIPs—and, again, we are a National organiza-
tion that are assisting SHIPs, but also in my own practice at the
Senior Citizens Law Office in New Mexico, I had clients whose in-
comes were SSI or just above SSI level and they were taking 20
medications. That is not unusual.

The fact that they have to pay these copays for each medication
they take, that adds up monthly. When you are talking about a
really poor population that have other expenses—housing, heating,
food—those expenses really make a difference to them, that added.

So to cap what somebody’s monthly copays could be would be
very, very helpful to this poorest population.

Senator CASEY. Of the people that you are working with every
day and that you see, you said it is not necessarily unusual to see
individuals that have to take 20 or more medications per day.

What percent, if you can estimate? I realize it is probably an esti-
mate, but give it a good educated guess. We won’t hold you to it
in specificity, but what percent of that population that you work
with in your experience is in that category of 20 or more medica-
tions per day?

Ms. LEITZER. I would say that it is more typical to be eight to
10 to 12 medications, but it is not unusual to have people on 20
medications.

In fact, relating this to the 1-800-MEDICARE, when people
would call 1-800-MEDICARE and they did have 20 medications,
1-800-MEDICARE would say, “We can only handle people who are
on nine medications or 10 medications or less.” So the SHIPs were
handling a disproportionate number of Medicare beneficiaries who
had large numbers of medications.
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So, to answer your question, I would say that maybe 5 percent
of the population are on 20 or more, but I would say maybe as high
as 50, 60 percent who are on eight to 10 medications.

Senator CASEY. Eight to 10 medications, a significant number.

Mr. BEDLIN. Senator Casey, just a quick follow-up?

Senator CASEY. Yes, sure.

Mr. BEDLIN. Three things that can be done.

One is Senator Smith will shortly be reintroducing a bill that
treats dual eligibles getting home- and community-based care simi-
larly to those in nursing homes. We support that bill.

Second, I mentioned earlier how those copayments are indexed.
For folks below 100 percent of poverty on LIS, they are indexed by
the Consumer Price Index. For those between 100 and 150 percent
of poverty, they are indexed by Part D costs, which are twice as
high, generally, at least, than the Social Security COLA. There is
go reason to treat them differently. They should all be indexed by

PL

Finally, again for dual eligibles, Medicare and Medicaid eligible,
if a State should decide to help pay for that $3 or $5, or $1 or $3
copay, they will not get a Medicaid match. That is 100 percent
State dollars. We believe that the Federal Government should
match that State contribution to help pay for dual-eligible copays.

Senator CASEY. I know I have limited time, but let me get to one
more.

I wanted to focus, Mr. Bedlin, on your testimony, and one of the
points that you made, if I can find it here on the right page, was
on the question of outreach. On page 10 of your testimony, you talk
about—and this, of course, is a list of recommended legislative
changes.

This, I guess, is the third on the list: Appropriate funds to sup-
port organizations that use a person-centered approach to outreach,
which has been shown to be one of the most efficient and effective
ways to find and enroll LIS eligibles.

I point to this for a couple of reasons. One is, I know in the State
of Pennsylvania, for example, with regard to programs that help
very vulnerable populations—I am thinking in particular the Chil-
dren’s Health Insurance Program, which I think has to be one of
the priorities of this new Congress in terms of reauthorization—one
of the biggest problems is, unless you have a sustained and mas-
sive television advertising campaign, no one knows about the pro-
gram, at least with regard, in my experience, with the Children’s
Health Insurance Program.

So you flood the airwaves with television and the enrollments go
way up. You take the T.V. or the other advertising off the air, eligi-
bility goes down.

Of course, there are some people in Washington and State cap-
itals who say, “Well, if no one is calling to be enrolled, we must
be doing a great job.” It is a myth and it is really misleading, in
some cases intentionally misleading, because they don’t want to
cover those people. They don’t want to have to pay for it, or maybe
give up a tax cut to pay for it.

But this question of outreach and the question of how you con-
nect with people to give them the opportunity to access programs
which will help them is of central concern to me, because too often
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it is overlooked. You can have a great program, great benefits, peo-
ple can be helped by it, but unless those who don’t know about
thle{se programs have the opportunity, we are making a big mis-
take.

But I just wanted to have you reiterate or elaborate or amplify
what you said about outreach.

Mr. BEDLIN. Thank you. You are absolutely right. Seniors don’t
know about the benefits that they are eligible for. It is shocking to
me that after 40 years, only 30 percent of seniors eligible for food
stamps are receiving it.

Under one of the so-called Medicare Savings Programs, which is
pretty confusing, but there is one called the SLMB program that
pays premiums for beneficiaries with incomes between 100 and 120
percent of poverty. According to our statistics, only 13 percent of
the people that are eligible for that are actually receiving it. There
is a great deal that could be done.

You mentioned patient-centered outreach. Part of the problem is
that historically what we have done is SSA will do outreach for
SSI. CMS will do outreach for the Medicare Savings Program.
USDA will do outreach for food stamps. A lot of these people are
the same individuals. There is a great deal of correlation.

For example, we have found that 70 percent of the people who
are eligible for the Part D low-income subsidy are also eligible for
the Medicare Savings Program. The problem is we have been
searching for needles in a haystack.

Independently, we need to pull together all the different piles of
needles that have already been found. Fifty-five percent of the cost
is taken up by just finding these people. Once they have been
found, we need to actually use a lot of the technology that is avail-
able online to get them enrolled in a whole host of benefits that
they are eligible for.

Pennsylvania is actually leading the way. They are doing some
very innovative things at the State level with the PACE program.
Actually, in our testimony, page 24 is all about the great things
that Pennsylvania is doing, and we would love to be able to rep-
licate what Pennsylvania is doing in the rest of the Country.

Senator CASEY. Well, I wish I could take full credit for that, but
I can’t. But I didn’t want to use my time to brag about the State.
They do a great job.

I think the problem that we face and the challenge that we face
in this Congress is making sure—one of the challenges, I should
say—is that someday people will say the same about the Federal
l(}ov?rnment on a whole host of issues that they perform at that
evel.

So I don’t want to dwell on the negative and the challenges, but
I think it is very important to emphasize what you have also
brought to this hearing.

I know my time is limited, but maybe we will come back. Senator
Whitehouse, I wanted to make sure that he had time, because I
like to listen to his questions.

The CHAIRMAN. Thank you, Senator Casey.

Senator Lincoln.

Senator LINCOLN. Thank you so much, Mr. Chairman. I really
appreciate your dedication to this Committee and to issues that
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come before us. It is one of my most favorite of all. I appreciate
you, because I really feel like you, to bring up these issues and to
provide us an opportunity—and we appreciate the panel that is
here.

I have several questions for the first panel, as well, and I apolo-
gize that I wasn’t here for that. But I would like to submit them
to the Committee for answers in writing, if I might.

The CHAIRMAN. Do it.

Senator LINCOLN. Great, thank you so much.

Mr. Bedlin, I just wanted to say, I have come from the Ag Com-
mittee, where we were having a meeting on food stamps and nutri-
tion programs. It is quite interesting that our panelists there ex-
pressed the same concern about making sure that those who were
signing up for food stamps could also sign up for the Part D.

It seems kind of crazy that, with marketing as it is today and
the technology that exists, that the technology exists to recognize
my household as one that likes pets, eats ice cream, all these other
kind of things that people know about us in order to market us,
that we can’t figure out that when people are in a certain income
level that they qualify for multiple programs that they should be
getting that would improve their quality of life.

So I very much appreciate your point on that.

I hope, Mr. Chairman, that we will work with Chairman Harkin
and others as we move forward with both the farm bill and some
of our other issues—Senator Baucus, Chairman Baucus—in the
Medicare arena, that we really encourage on behalf of seniors and
the aging population in this Country, that we make it a more
seamless process and one that is easier.

It is unfortunate that those seniors that are eligible for food as-
sistance programs don’t access it and could do so when they access
many other programs. So I encourage us to really look at the op-
portunity and push the Federal programs and the Federal agencies
into the 21st century and get them to where they can actually—
the other is veterans.

We tried that out of my office a couple of years ago, encouraging
the Veterans Association to couple with the Social Security Admin-
istration, to kind of show that same group of individuals what op-
portunities and what programs were available to them from both
of those agencies. It does make a difference, when people do that,
because it simplifies their lives. Certainly, as we know in our sen-
iors, that that is an issue.

I just want to make a couple of points from the questions I didn’t
ask the first panel, and that is just mentioning these issues that
are related to the Part D that are big problems in our State of Ar-
kansas. Beneficiaries, especially the low income, they need to re-
ceive accurate and available assistance. They need better customer
service.

They are calling an 800 number. They wait sometimes a couple
of hours, oftentimes finally get a Medicare staff person who can’t
even resolve the problem. It sometimes give them inaccurate infor-
mation, or it transfers the caller to someone else so they can wait
another hour or couple of hours. Better customer service is going
to be critical.
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Curbing the aggressive marketing that exists out there is also
something in think that is going to be important. I know the CMS
folks probably could address that. Then more support for coun-
seling, and I would like to go to that so that I can direct to Ms.
Leitzer—is that correct?

Ms. LEITZER. That is correct.

Senator LINCOLN. I just want to publicly thank the Health As-
sistance Partnerships that exist for us in Arkansas. They were ab-
solutely tremendous. There are thousands of Medicare beneficiaries
in our State, and certainly around the Country, that turn to their
area agencies on aging, their State health insurance assistance pro-
grams—you mentioned SHIPs earlier—the Native American aging
programs, for their enrollment assistance and counseling.

I want to publicly thank those in Arkansas. The AAAS deserves
such a big thanks for working and helping our seniors sign up.
They were lifesavers in our State. We would not have had the suc-
cess we did without them and the Social Security office, who went
at a time which was incredible, because we got 65,000 evacuees
from Katrina that came to Arkansas. The Social Security Adminis-
tration regional office and their dedicated office in Arkansas, we
could not have asked for more dedicated workers, worked through
holiday weekends. They worked through weekends, both assisting
the evacuees and then, in the next go-around, helping with our
signup for Medicare Part D.

CareLink is a good example, and I attended several of their coun-
seling sessions. CarelLink in central Arkansas, which is an AAA-
based in Little Rock, it provided one-on-one Medicare Part D assist-
ance to 5,574 older adults, spending an average of 63 minutes per
counseling session.

One-on-one counseling, it provides such an important means for
these seniors to get the available information they need and under-
stand it. It is one of the best ways to find people that are eligible
for LIS, as we mentioned earlier, and help them fill out that dif-
ficult application form.

That was the other thing we talked about with the food stamp
and nutrition programs was simplifying applications and making it
easier. But without those dedicated resources for outreach and as-
sistance through the AAAs, such as CareLink, we just would have
Eeen unable to sustain the Medicare Part D efforts on an ongoing

asis.

I guess you probably talked about it here, and one of the ques-
tions I had for CMS was do they intend to help in terms of re-
sources and funding for the partnerships that exist out there that
have done them a tremendous service in making the Medicare Part
D program accessible? I know you have mentioned how important
those resources are, and, however, I think we can be helpful in di-
recting that.

I want you to know that I am sold. I am a believer and am enor-
mously grateful for the efforts that were put into that.

Maybe you all could even shed some light to the extent of the
number of greater low-income citizens we could serve if we had
more resources. I don’t know if you have got numbers, or maybe
you have already talked about that when I ran over to the Energy
Committee. I don’t know.
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Ms. LEITZER. Well, I would just like to say in response, and
thank you so much for your expression of appreciation. The SHIPs
and other partners have worked extraordinarily, and they worked
through Christmas last year.

Senator LINCOLN. They did.

Ms. LEITZER. Some worked through Christmas this year. They
just went above and beyond.

I don’t know if you were here for the part of my testimony in
which I talked about how the 1-800-MEDICARE contractor, Pear-
son Government Solutions, received $440 million for 2.5 years to
provide services at 1-800-MEDICARE. They routinely refer callers
for even the simplest questions to the SHIP programs——

Senator LINCOLN. Absolutely.

Ms. LEITZER. SHIPs only got $31 million last year, and we under-
stand it is going to be something like that, just not sure exactly
how much. When you look at that discrepancy or disparity, it is
huge.

The SHIPs do one-on-one personal counseling that is invaluable
when you look at the demographics of the Medicare population. I
don’t know if you were here for that, but 27 percent are cognitively
impaired. These are people who have a very difficult time dealing
with information over the telephone or even with waiting or under-
standing messages.

This is my experience from working with this population. If you
give them voicemail, they start talking because they think they are
talking to a human being and they don’t understand that this is
a voicemail system.

So one-third have not graduated from high school. That is a huge
number. Thirty one percent have difficul